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FROM .\ugust, 1891, to May 11, 1903, | have operated 
upon 1075 cases of inguinal and femoral hernia. 

Inasmuch as the purpose of this paper is chiefly to deter- 
mine the permanent results of operation for the radical cure 
of hernia, I shall not consider the cases that have been oper- 
ated upon during the last six months. This gives us 1003 cases 
operated upon during a period of eleven vears prior to De- 
cember, 1902. These cases may be classified as follows: 

Inguinal hernia, 937 cases—756 male, 181 female 


Femoral hernia, 66 cases. 
Of the inguinal cases there were performed in: 


Male Female. 
8 cases. 2 cases. 
ISQ2 20 2 
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Male. Female 
1902. . 21 
756 181 


As regards the ages of the patients, 538 operations were 
performed at the Hospital for Ruptured and Crippled upon 
children varying in age from four to fourteen years. In 465 
operations performed elsewhere, chiefly at the Post-Graduate 
and General Memorial Hospitals, the ages of the patients were 
as follows: 


Thus it will be seen that a larger proportion of the cases 
were children than adults. In 317 cases the patient was over 
twenty years of age (twenty to seventy) and in about 7 
under twenty years. 

The good results we have had in children at the Hospital 
for Ruptured and Crippled have frequently been explained on 
the theory that the radical cure of hernia in children is a much 
simpler matter than in adults, and that almost any method of 
operation will suffice. In answer to this argument, I would 
cite the fact that in twenty operations prior to 1890 in which 
the Czerny and Socin methods were used, 50 per cent. of 
relapses occurred within a year of the time of operation. The 
operation in children is really more difficult than in adults, 
and needs not only the best method, but the greatest care in 
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technique to give as good results as in the adult. With the 
best methods and the greatest care in the performance of the 
operation, I believe that the results in children are equal to the 
results in adults. 

It will be readily admitted that children and young adults 
furnish better material for good results than individuals be- 
yond middle life with weak and atrophied muscles. A com- 
parison of my series of cases with the recent statistics of the 
Vienna Clinic (‘‘ End Results in 800 Operations for Hernia 
after the Method of Bassini in the Albert-Hochenegg Clinic,” 
Archi fiir klinische Chirurgie, Band \xviii, Heft 1, 1902) 
will show a larger proportion of operations in elderly persons 
in mine. 

At the Vienna Clinic, it is stated that 804 radical opera- 
tions were performed upon 473 patients——423 male, 50 
female,—the ages of which were as follows: 

I to § years, 32; 5 to 10 years, 22; 10 to 20 years, 112; 
20 to 30 years, 199; 30 to 40 years, 55; 40 to 50 years, 37; 
50 to 60 years, 16 cases. 

That 804 operations should have been performed upon 
473 patients at the Vienna Clinic strikes one as peculiar in the 
undue proportion of double to single hernias. ‘The explanation 
appears later in the text, and rests upon the custom that ob- 
tained at the Vienna Clinic, prior to 1898, of always operating 
upon both sides whenever any enlargement could be made 
out in the external ring of either side. This, as the records 
show, resulted in a double operation in nearly every case, 
whether a hernia was actually present or not. Hence the re- 
sults of their 804 operations cannot be fairly compared with 
the results of other operators who have followed the usual 
custom of operating only upon actual rather than potential 
hernias. 

My own list of 1003 operations shows only ninety-two 
double herniz, or 911 individual patients operated upon. 

As regards the methods employed in the femoral cases. 
Bassini’s method for femoral hernia and the purse-string 
suture (with kangaroo tendon) were used,—the former in 
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sixteen, the latter in fifty cases. In the fifty cases operated 
upon by the purse-string method, there has not been a single 
relapse. 

These cases have been in no way selected, and the purse- 
string method was employed in every patient, no matter how 
large the hernia. 

Inguinal Hernia in the Female.—One hundred and eighty- 
one operations were performed for inguinal hernia in the 
female, with no mortality and without a single relapse. The 
method employed was practically Bassini’s method for the 
male. The sac was always carefully dissected off from the 
round ligament (Fig. 1), and the latter was then allowed to 
drop back in the lower angle of the wound, and to lie beneath 
the deep layer formed by uniting the internal oblique muscle 
to Poupart’s ligament. The aponeurosis is then closed over 
this deep layer with a continuous suture of kangaroo tendon 
and the skin with interrupted catgut. That the more compli- 
cated technique of cutting up the internal oblique and _ trans- 
planting the round ligament into the upper angle of the incision, 
employed by Bloodgood and Kelly, and practically an applica- 
tion of the original Halsted operation for the male to the 
female, is unnecessary, is proven by the perfect results obtained 
by the simpler technique described. This operation can be 
easily performed in from ten to twelve minutes, and I have 
done it in eight minutes. 

Including the cases operated upon from January, 1903, 
to April, 1903, I have operated upon 200 cases of inguinal 
hernia in the female, without mortality and without any re- 
lapses. This I believe is the largest number of this variety 
of hernia that has been reported. At the Vienna Clinic, Gold- 
sen reports only seventy-one cases of inguinal in the female, 
with three relapses, and Championniére has reported seventy 
cases, with three relapses. Championniere removes the round 
ligament with the sac. This undoubtedly renders the opera- 
tion much easier, yet, with a little care, the sac may be dis- 
sected off and the ligament preserved (Fig. 2). 

Femoral Hernia.—In this group are sixty-seven cases 
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operated upon from 1892 to 1902, with the following results: 
There was no mortality, and primary union was obtained in 
all but one case. This case furnished the only relapse that has 
been observed. 

The patient, a woman aged thirty-five years, was operated 
upon in 1896 by Bassini’s method for femoral hernia. At the 
end of one and one-half years there was a slight relapse, for 
which a truss was worn for a short time and then discarded. 
Five years later she wore no truss, and there was little more 
than an exaggerated impulse. 

The other cases have remained sound, and all but eight 
have been traced, as follows: 


5 to 6 7 cases. 
4to § 


Thus it will be seen that forty-six were well from one 
to ten years and thirty-four from two to ten years after opera- 
tion. 

Direct Hernia—Fourteen operations upon nine patients 
were performed for direct inguinal hernia. This is about the 


same proportion as shown in Goldner’s statistics, twelve cases 
in 804 operations. In most cases I transplanted the cord by 
Jassini’s method; but the very conditions that make it possible 
for a direct hernia to occur, viz., an abnormally poor develop- 
ment of the internal oblique muscle, make it difficult to effect 
a satisfactory closure of the opening by any method. This is 
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the class of cases in which Bloodgood finds * obliteration of 
the conjoined tendon,” and advises utilizing the rectus muscle 
in closing the opening. As far as I have been able to trace 
the results, there has been but one recurrence in these fourteen 
operations for direct hernia. 


END RESULTS IN 1003 CASES OF INGUINAL AND FEMORAL 
HERNIA OPERATED UPON FROM AUGUST, 1go1, TO 
DECEMBER 31, 1902. 


Of 937 cases of inguinal hernia the cord was transplanted 
according to Bassini’s method with kangaroo tendon for the 
buried sutures in 917 cases, with ten relapses, or a fraction over 
I per cent.* Of these cases 181 were inguinal herniz in the 
female, without a single relapse. In twenty cases in which 
the cord was not transplanted, six relapses have been observed 
This does not give a fair idea of the relative value of the 
method of not transplanting the cord, for the reason that in 
several of the cases it was used in sliding hernia of the caecum, 
a variety of hernia very difficult to cure by any method. 

In sixty-six cases of femoral hernia there was one re- 
lapse, which was so slight that five years afterwards there was 
only a slight impulse that did not need a truss. 

The purse-string method, originally described, I think, 
by Dr. H. L. Cushing, of Boston, was used in fifty cases with 
no relapse, and the Bassini method for femoral hernia in six- 
teen cases with one relapse. 

End Results in Detail.—In the entire series of cases, 
1003 in number, the end results were as follows: 

Six hundred and forty-seven were traced and found well 
from one to eleven years; 705 cases were well from six months 
to eleven years; 460 were well from two to eleven years. The 
duration of observation in these cases was as follows: 


* Since writing this paper, I have found one more relapse occurring 


in a large direct hernia, making the total number of relapses, after Bassini 
method, eleven. 
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In comparing these results with recent statistics, it will 
be seen that the period of observation is considerably longer. 

The statistics of the Johns Hopkins Hospital ( Bloodgood, 
loc. cit.) show that of 268 cases operated upon by the Halsted 
method, only nine cases were traced more than six years, and 
only 124 were traced beyond one year. 

The recent statistics at Czerny’s Clinic (Beitrage zur 
klinischen Chirurgie, Band xxxiv, 1902, page 450) show that 
of 107 Bassini operations, nine cases only were well over six 
years and 106 cases over two years. 

The statistics of the Vienna Clinic (Albert and Hochen- 
egg) reported by Goldner (Archiv fiir klinische Chirurgie, 
Band Ixviii, No. 1, 1902) show that of 804 Bassini operations 
performed from March, 1895, to December, 1899, no cases 
were traced beyond six and one-half years; twenty-six were 
well from six to six and one-half years, and 434 from two to 
six and one-half years. 

At the Vienna Clinic, thirty-one relapses were observed 
in 7OL operations for inguinal hernia in the male, and four in 
seventy-one inguinal hernia in the female, or 7% per cent. 
Of fifty-eight cases of children, between the ages of one to 
ten years, there was one relapse. 

The Johns Hopkins statistics (loc. cit.) show that in 268 
cases operated upon by the Halsted method, there were six re- 


lapses and four others in which there was slight weakness in 


= 
q 
fy 


808 WILLIAM B. COLEY. 


the scar. Of thirty-nine cases of inguinal hernia in the female, 
there was one relapse. This gives 307 cases of inguinal her- 
nia with seven relapses, or, including the four cases of weak 
cicatrices as relapses (which was done in Goldner’s statistics 
as well as my own), eleven relapses, or 3.6 per cent. 

As I have stated, the results at the Vienna Clinic cannot 
fairly be cited in comparison with other statistics, for the rea 
son that they include a very large number of operations in 
which no hernia was present. Eight hundred and four opera- 
tions were performed upon 473 patients. My own statistics 
show 1003 operations upon 911 patients, giving a double opera 
tion in only ninety-two patients, and then only when a hernia 
was actually present. Up to the end of 1&98, or all except 
one year of the entire period covered by the Vienna statistics, 
it was the custom to operate on both sides “in all cases in 
which there was a widening of the external ring.” “The rea 
son for this procedure was the fear that a hernia would de- 
velop on the other side, but the after-examination of fifty 
two cases operated on unilaterally showing only four cases of 
hernia on the opposite side, the double operation was abandoned 
in 1899, except in cases in which a double hernia was present. 

In order to estimate the percentage of radical cures after 
operation, it is necessary to know the period of time that must 
elapse before the hernia can reasonably be considered cured. 

In former papers I have stated that by far the greatest 
proportion of relapses occur within the first year after opera 
tion, and that most of them occur within the first six months 
This opinion was based on an analysis of 365 cases of relapsed 
hernia observed in the out-door department of the [lospital 
for Ruptured and Crippled and operated upon by various 
methods. This series of cases showed that 85 per cent. of the 
relapses occurred within the first year following operation, and 
that 65 per cent. occurred within the first six months. I have 
recently, with the help of Dr. George C. Warren, late House 
Surgeon of the Hospital for Ruptured and Crippled, made a 
study of 165 new cases of relapse observed since the previous 


statistics were compiled. This series shows that in twenty 
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six cases the interval between operation and relapse was not 
definitely known, leaving 139 cases as a basis of calculation. 
It was found that ninety-one, or 65 per cent., relapsed within 
the first six months, and 111, or 80 per cent., within the first 
year after operation. Thirteen and two-thirds per cent. oc- 
curred from one to two years after operation, and only 624 per 
cent. occurred after two years had elapsed. 

These new statistics quite confirm the conclusion drawn 
from the earlier cases, and prove that patients well one year 
after operation may reasonably be expected to remain well, 
and that after two years they may be considered permanently 
cured. 

A Study of the Relapsed Cases.—An analysis of the re- 
lapsed cases shows that Bassini’s operation had been performed 
in ten cases, which, in 917 Bassini operations, gives slightly 
more than 1 per cent. of relapses after this method. There has 
been one relapse in femoral and six relapses in twenty cases of 
inguinal hernia in which the cord was not transplanted. Look- 
ing into the cases individually, we find a special reason for the 
relapse in most instances. The Bassini relapses were as fol- 
lows: 


Case 1.—C. R., aged thirteen years. Very large, right in- 
guinal hernia, the size of a fist. Operation, December 28, 1891. 
Silk used for buried sutures. This was one of the first cases in 
which I had employed Bassini’s method; the technique was far 
from perfect, the dissection difficult, and operation prolonged. 
The wound suppurated badly and most of the silk sutures were 
extruded. Relapse occurred within three months. 

Case Il—l. M., aged seventeen years, was operated upon 
for large right inguinal hernia on May 25, 1894. Primary wound 
healing; remained well for over four vears. Did hard riding 
as a cavalryman in army in Spanish-American war; contracted 
typhoid fever and lost over fifty pounds in weight; relapse oc- 
curred on getting up from typhoid in weakened, emaciated condi- 
tion. | again operated on April 30, 1901, by Bassini’s method, 
but a slight relapse occurred six months later. 


Case Il].—A. B., aged thirty-five years, butcher, operated 
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upon for large inguinoperineal hernia, July 1, 1896. Primary 
wound healing. Patient had a large abdomen with a good deal 
of fat in abdominal wall. Occupation required heavy lifting. 
Very slight relapse (size of a pigeon’s egg) one year later. Truss 
worn for a short time. Examination four years later showed only 
exaggerated impulse on coughing. 

Case IV.—O. S., aged twenty-three vears. Large R. O. IL. H. 
Operation, September 7, 1898. Prolonged, deep suppuration (sta- 
phylococcus pyogenes), with giving way of aponeurotic layer of 
suture. Relapsed one and one-half years later. 

Case V.—P. M., aged twenty years. Operation, February, 
1895. Primary wound healing. Remained well for two and one- 
half years, when he received a severe kick in the groin, over cica- 
trix of hernia wound, during a fight. A protrusion was noticed 
almost immediately afterwards. The relapse was slight and did 
not enter scrotum. 

Case VI.—J. B., aged twenty-seven years. Large right in- 
guinal hernia, eight years’ duration, with adherent, irreducible 
omentum. Operation, July 1, 1897. Bassini; kangaroo tendon ; 
primary wound healing. Very slight relapse fifteen months after 
operation. 

Case VII.—F. N., aged fifty-seven years. Right direct in- 
guinal hernia with large opening and very poorly developed inter- 
nal oblique muscles. Cord transplanted, but closure of canal 
unsatisfactory. Primary wound healing. Patient developed albu- 
minuria shortly after operation, and general condition became 
much below par. Slight relapse followed about three months after 
operation and truss was applied. 

Case VIII.—I. G. R., aged forty-nine years. Left oblique 
inguinal-scrotal hernia. Operation, February 7, 1900. Primary 
wound healing. Relapse the size of an egg, just outside external 


ring, two years after operation. 

Case IX.—I. W., aged nine years. Double inguinal hernia, 
complicated with double reducible hydrocele. Operation, August 
7, 1894. Double Bassini operation, kangaroo tendon. Primary 
wound healing. Eleven months later, relapse, the size of a marble, 
on right side; truss applied. March, 1898, no sign of relapse. 
March, 1903, slight protrusion. 
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RELAPSES IN CASES IN WHICH THE CORD WAS NOT 
TRANSPLANTED. 


Case 1.—W. I. S., aged twenty-nine years. Double inguinal 
hernia, scrotal. Operation, September 5, 1891, at Post-Graduate 
Hospital. Bassini’s method was used on right side and the cord 
was not transplanted on the left side. Silk was used for buried 
sutures. The wound healed by primary union. The rupture re- 
mained cured for nine years, when the left side relapsed. I oper- 
ated on side again, April 24, 1901, at the General Memorial Hos- 
pital. The right side (Bassini) was still perfectly sound nine and 
one-half years after operation, and remains sound at present,— 
more than eleven years. 

Case II.—V. S., aged nine years. Right inguinal hernia of 
four years’ duration. Truss treatment inefficient. Operation at 
the Hospital for Ruptured and Crippled in January, 1892. Suture 
of canal without transplanting cord. Buried silk sutures. Wound 
healed apparently by primary union; but about two weeks later a 
small sinus was found and some of the buried sutures were ex- 
truded. Relapse three months after operation. Second operation 
by Bassini’s method with kangaroo tendon in July, 1902. Patient 
perfectly sound ten years later. 

Case III.—F. H., aged ten years. Left inguinal hernia, con- 
genital, complicated with hydrocele of cord. Operation, February 
15, 1892. Suture of canal with chromicized catgut. Cord not 
transplanted. Primary wound healing. Slight relapse in canal 
three and one-half years after operation. Second operation, Octo- 
ber 4, 1895. Bassini’s method, kangaroo tendon. Slight stitch- 
hole abscess. Patient has remained well since last operation. 

Case IV.—H. O., aged eight years. Right oblique, inguinal 
hernia. Operation at the Hospital for Ruptured and Crippled, 
December 12, 1891. Suture of canal with catgut. Cord not trans- 
planted. Primary wound healing. Slight relapse three months 
after operation. Patient wore a truss for a short time, and exami- 
nation, November 18, 1895, four years later, showed the hernia 
practically cured, only an impulse on coughing remaining. 


Case V.—C. H., aged thirty vears. Sliding caecal and appen- 
dicular hernia, large scrotal. The hernia had existed since in- 
fancy, and could not be held by truss. Operation, July 22, 1g00. 


The patient had previously been under the “ Miller Injection” 
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treatment, and had had fifteen injections of irritating fluid made 
into the tissues about the sac. The caecum, appendix, and a large 
mass of irreducible and highly vascular omentum were found in 
the sac. The omentum and appendix were excised and the sac 
sutured as well as is possible in a sliding hernia of the caecum. 
The posterior portion of the cecum was devoid of peritoneal cover- 
ing. The cecum was pushed back and the canal sutured with 
kangaroo tendon without transplanting the cord. The wound 
healed by primary union, and the patient left the hospital in three 
weeks. The hernia relapsed about three months after operation. 

Case VI.—H. D., aged four years. Right inguinal, large 
cecal sliding hernia. First operation at the New York Hospital 
six months before; wound suppurated badly and healed by granu- 
lation. Recurrence soon after leaving hospital. The cacum had 
slid down into the scrotum. Dissection very difficult. No distinct 
sac. Closure of canal very unsatisfactory. Slight relapse follows 
six months later. 


Technique Employed.—In operations for inguinal hernia 
in the male, I have tried to follow Bassini’s technique as closely 
as possible, except that I have substituted an absorbable suture 
for silk. I have also in nearly every case placed a suture above 
the cord to prevent any widening of the new internal ring in 
an upward direction. After the sac has been tied off well 
beyond the neck, at a point where it has begun to widen out 
into the general peritoneal cavity, the deep layer of sutures 
is placed as follows: With a small tape the cord is help up 
and the first suture is placed so that it just touches the lower 
border of the cord when the latter is brought vertically to the 
plane of the abdomen; three to four more through the internal 
oblique and Poupart’s ligament will suffice to close the canal 
to the symphysis pubis. Then the suture above the cord ( Fig. 
3) is inserted. This is not a part of Bassini’s technique, but 
I believe it is of decided aid in preventing a relapse, as it 
strengthens the only weak point in the operation. The incision 
in the aponeurosis is then closed from above downward by a 
small continuous suture of kangaroo tendon and the skin with 
catgut. No drainage is used, and the wound is dressed very 


hice. 3.—Bassini’s operation (deep sutures), showing extra suture above the cord 
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carefully with 10 per cent. iodoform gauze and, lastly, dry 
gauze and cotton and spica bandage. A plaster spica is used 
in children under fourteen years of age. The wound is dressed 
the seventh day, and the patients are kept in bed two weeks 
and allowed to go out in two and one-half to three weeks, 
wearing a spica bandage until four weeks have elapsed, after 
which no support is worn. 

Suture Material_—l have long been a firm believer in the 
superiority of absorbable to non-absorbable sutures in opera- 
tions for the radical cure of hernia. I have already in former 
papers called attention to the disadvantages of silk, silver wire, 
and silkworm gut, and I will state that increased experience 
confirms the opinion that these disadvantages are very real. 
It is true that, under strict aseptic conditions and perfect tech- 
nique, non-absorbable sutures seldom cause trouble, yet that 
they do cause trouble in a certain proportion of cases is a 
demonstrated fact. The late sinus formation with or without 
extrusion of the sutures tends to weaken the canal and pre- 
disposes to relapse. Catgut was used by Czerny in hernia 
operations prior to 1880, but was soon given up for silk, for 
the reason that it was believed impossible to perfectly sterilize 
catgut. By modern methods of sterilization, catgut and kan- 
garoo tendon can be rendered absolutely sterile, and hence the 
only real objection to their use has ceased to exist. Yet, we 
find the old prejudice against them still existing almost uni- 
versally in Europe and very generally in this country. Silk 
is still used by Bassini for buried sutures and also at the Vienna 
Clinic, as seen from the statistics referred to. 

Silk, silver wire, and recently silk again, have been used 
at the John Hopkins Hospital. 

In proof of the opinion that a large proportion of the cases 
of suppuration formerly attributed to catgut or imperfectly 
sterilized buried sutures was really due to other causes, chiefly 
to infection by the hands of the operator or assistants, it is 
only necessary to compare the results of wound healing before 
and after the use of rubber gloves. 

Of 116 cases operated on at the Johns Hopkins Hospital 
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prior to 1896, when gloves were not worn, there were twenty- 
eight suppurations (24.13 per cent.). Of 104 cases closed 
with silver wire (without gloves) there were ten cases of sup- 
puration or 9.6 per cent.; while in 226 cases closed with silver 
wire, with gloves, there were only four cases of suppuration, 
1.7 per cent. It may be taken for granted that the suture 
material, both silk and silver wire in these cases, was always 
sterile, and that the main causes for the great improvement 
were due to the use of the rubber gloves. 

That improved technique and greater facility in perform- 
ing the operation may alone cause marked improvement in 
wound healing, the statistics of the Vienna Clinic prove. While 
the average percentage of suppuration in the 804 operations 
was 14.5 per cent., the percentage in 1895 (when the operation 
was first done) was 18 per cent., while in 1899, without gloves 
and with the same sutures (silk), the percentage of suppura- 
tion was only 5.8 per cent. 

That quite as perfect wound healing may be obtained with 
absorbable sutures and ligatures (kangaroo tendon and catgut ) 
as has ever been obtained with silk or even silver wire, my own 
statistics prove. 

The sutures used have been prepared by Van Horn & Co., 
of New York, originally by boiling in alcohol under pressure, 
and the last six years by the Cumol method, and preserved in 
absolute alcohol. The kangaroo tendon is chromicized just 
sufficiently to remain unabsorbed for about four weeks, but not 
long enough to cause the suture to act as an irritating foreign 
body and produce sinuses. 

Rapidity in operating, clean dissection, especially in the 
separation of the sac from the cord, without bruising the tis- 
sues or allowing them to become infiltrated with blood, are 
also important factors in securing primary wound healing. 
This is well shown by two operations performed by one of my 
house surgeons. Though rubber gloves were worn by himself 
as well as his assistants, because of difficulties with the sac the 
operation was prolonged, and the tissues were bruised and 
blood-stained. Both wounds suppurated. 
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Wound Healing, Personal Cases.—In 1003 operations for 
inguinal and femoral hernia, in thirty cases there was suppu- 
ration. In twenty-one this was limited to stitch-hole abscess, 
and in nine cases there was deep suppuration. Prior to March, 
1899, when I began to use rubber gloves for my assistants and 
gloves or cots for myself, there were twenty-five cases of sup- 
puration, or 4.2 per cent. Since the use of rubber gloves there 
have been only five cases of suppuration (one deep and four 
superficial) in four years, in about 400 cases, or 1% per cent. 

An analysis of the cases of suppuration shows that twenty 
occurred in 700 cases under the age of twenty and ten occurred 
in 300 cases over the age of twenty, thus giving practically the 
same percentage of primary union in the children as in the 
adults. The largest number of cases in which suppuration 
occurred were observed in the year 1898, while since Novem- 
ber, 1900, I have operated upon 170 cases of adults without a 
single case of suppuration. 

Indication for Operation.—There are certain general rules 
that have been observed as a guide to operation in the cases 
reported : 

1. Operation for Hernia in Children.—Operation is sel- 
dom advised under the age of four years except in strangulated 
cases. The reason for this rule is that many of these cases, 
probably two-thirds, are cured by a truss. After the age of 
four years, in all cases in which a truss has been tried and 
failed, or cases in which the presence of reducible hydrocele 
prevents a truss from holding the rupture, operation is advised. 
The same rules hold good in irreducible omentum, a rare con- 
dition in childhood. 

2. Operation for Hernia in Adults—In all adult cases 
under the age of fifty years, unless there are strong contra- 
indications present, operation is advised. Between the age 
of fifty and seventy years operation is advised in patients in 
good health, in cases in which the rupture is held with difficulty 
by a truss. 

Among contraindications to operation I would mention 
(1) serious organic trouble of the heart, lungs, or kidneys; 
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(2) very large, adherent, irreducible hernia in stout individ- 
uals, especially when the sac contains both intestine and omen- 
tum. 

I believe the risks of operation in such cases are large 
and the chances of a permanent cure small. 

_ When omentum alone is present, the danger is less, but is 
still enough to be worthy of consideration. I have operated 
in a single month upon three patients, all weighing 240 to 
250 pounds, with irreducible omentum necessitating resection 
of large masses. All healed by primary union without drain- 
age, yet one case, a man fifty-five years of age, in which a very 
large mass of omentum had been removed, illustrates the dan- 
gers attending operation under these conditions. 

Two weeks after perfect primary union, a tender, painful 
area developed near the umbilicus, and the pulse and tempera- 
ture began to rise. This continued for a week. ‘Temperature, 
g9.5° F., A.M., and 101° to 102° F., p.m., and the leucocytic 
count rose to 20,400. .\n incision was made under ether on 
the tenth day after the trouble was first noticed, and the omen- 
tal stump was found firmly adherent to the anterior parietal 
peritoneum. On cutting into the inflamed omentum about 
three-fourths of an inch, an abscess the size of an egg was found 
and evacuated. Free drainage was established and the wound 
slowly healed by granulation. If the condition had not been 
recognized and dealt with at the proper time (neither too 
early nor too late), peritonitis would probably have ensued. 

There has been one death observed in the New York Hos- 
pital from the rupture of an abscess in omental stump (tied 
off en masse with silk), and Dr. Bull has reported three cases 
of well-marked inflammatory swelling in abdomen following 
ligature of omentum en masse, but in no case was there abscess 
formation. In my own case the omentum was tied off in small 
masses with catgut, and the greatest care was exercised. | 
believe the suppuration due to fatty necrosis of the stump. 
which, in a person of more vigorous vitality, would have caused 


no trouble. Gloves were worn by the operator and assistants. 
Mortality.—There have been two deaths in my series of 
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1003 cases, or up to May I1, 1903, two deaths in 1075 cases, 
a mortality of less than one-fifth of one per cent. 

My first death (111th case) was due to ether pneumonia 
in a child aged six years. The second death, February, 1898, 
was in an adult with large irreducible omental hernia. The 
omentum was returned instead of being excised (as is my cus- 
tom when down for any length of time and difficult to reduce). 
The patient developed intestinal obstruction, whether due to 
a volvulus or to a slowly progressing peritonitis, could not be 
ascertained, and died on the sixth day in spite of a second 
operation. Since that time over 500 operations were per- 
formed without a death. The mortality of operations for the 
radical cure of hernia has been steadily reduced during the 
past decade. Prior to 1890 it was not far from 6 per cent., 
which showed sufficient risk to make one hesitate to advise 
operation as a routine measure. 

At the Vienna Clinic there were only three deaths in 804 
operations,—one in narcosis, two others, eleven and fourteen 
days respectively, after operation. One was due to pulmonary 
embolism, the other to embolism associated with varicosities 
in the subcutaneous connective tissue of the right thigh, with 
formation of thrombi in the varices. 

At the Johns Hopkins there was but one death in 459 
cases, and at Carle’s Clinic in Rome there were but two deaths 
in 1400 operations upon 1285 patients, one from pneumonia 
on the seventh day of operation. 

These statistics prove that the risk of operation for hernia 
at present (at least in skilled hands) is practically nil, and 
certainly less than the risks of strangulation, even with a her- 
nia apparently well held by a truss. 


SPECIAL VARIETIES. 


Hernia associated with Undescended Testis —In 49,859 
cases of hernia observed at the Hospital for Ruptured and 
Crippled from 1891 to 1902, there were 400 cases of hernia 
with undescended testis. 
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Personally, I have operated upon thirty-eight patients with 
hernia associated with undescended testis. 

The age of these patients ranged between four and thirty 
years. ‘l'wenty-seven were under fourteen years and eleven 
between fifteen and thirty years of age. 

In only one case did I find it necessary or did I deem it 
wise to remove the testis. This was in the case of an adult 
aged twenty-three years. The testis was entirely within the 
abdominal cavity when the patient was lying down, yet on 
standing or coughing the testis could be forced into the canal. 

Operation showed this peculiar, and in my experience 
unique, condition (Fig. 4). 

A well developed hernial sac extended into the scrotum, 
and yet the testis could not be drawn down as far as the ex- 
ternal ring, even with strong traction. The large cord with 
dilated veins projected fully two inches below the testis. This 
condition has been recently described by W. McAdam Eccles 
in his admirable and exhaustive lectures on ‘* The Imperfectly 
Descended Testis” (Lancet, March 1 and 15, 1902). He 
states that “‘ The explanation of the scrotal protrusion lies in 
the fact that a pouch of peritoneum is so frequently drawn 
down by the gubernaculum testis into the region of the scro- 
tum beyond the site of the arrested organ.” 

The proper method of treating hernia associated with un- 
descended testis is a question that is still unsettled. Some 
authorities advise removal of the organ on the ground that 
it is functionally of no value. Bloodgood’s statistics of 459 
cases of hernia operated upon at the Johns Hopkins Hospital, 
between 1889 and 1899, show that the cord was excised in 
twenty cases, and that in twenty-seven other cases castration 
with excision of both testis and cord was performed. The 
excision of the cord was done deliberately in fifteen cases,— 
in thirteen in men over fifty years of age and in three cases 
because the cord was accidentally cut during the operation. 
Castration was further performed in two children on account 
of injury to cord and in eight other cases on account of 
undescended testis with hernia. Double castration was per- 
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formed only in one case in a man with double hernia associated 
with undescended testes. It is stated that the testes were 
functionless. 

Bloodgood states that Dr. Halsted believes that these 
undeveloped testes are important in the economy of the male 
and should be preserved. 

In cases of markedly atrophied testis, castration is never 
done at the Vienna Clinic, as experience has taught that an 
undeveloped testis, if fixed in the scrotum before puberty, may 
yet develop to its normal state. 

Kraske performed castration in two cases in which the 
hernial sac could be isolated with difficulty only from the cord. 
Later, he justified his view by stating that where force is 
necessary to isolate the cord from the sac, necrosis of the 
scrotum will ensue. 

Broca observed seventy-nine cases of orchidopexy from 
one to six years after operation. In one case he had to perform 
castration on account of continual pain; in thirteen atrophy 
set in; in one it was pretty certain that a recurrence had oc- 
curred; the remaining sixty-four developed normally. 

Franz considers castration indicated only in cases of dis- 
tinct atrophy. He reports three cases of castration in connec- 
tion with radical operation for hernia. In one of these cases, 
semicastration for atrophy was done together with radical op- 
eration; in the second case, semicastration was performed, as 
the hernia had relapsed and the testis originally fixed to the 
perineum had become loose again. In the third case, Bassini’s 
operation was performed with semicastration for periorchitis 
proliferans. 

Eccles’s careful study of this question (loc. cit.) strongly 
supports this opinion. His conclusions are “ that whereas there 
may be found in the testis two distinct types of cells, the first 
needed for the formation of spermatozoa and the other proba- 
bly, though it cannot be positively affirmed, required for the 
production of an internal secretion, failure in the development 
of both these types of cells will, as a rule, lead to failure in 
the proper bodily growth of the individual; but the develop- 
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ment of the interstitial cells, even though there are no sperm 
elements, will allow the possessor to become virile while re- 
maining sterile.”’ 

Believing in the physiological value of even an atrophied 
and probably functionless testis, | have made it a practice 
always to preserve the organ, and have never removed it ex- 
cept on two occasions,—the one already referred to, and the 
other a small and greatly atrophied testis situated in the pe- 
rineum and associated with a very large inguinoperineal hernia 
the size of a cocoanut. In both cases the patients were adults, 
and in both the other testis was fully developed. 

I do not believe it wise to operate on the majority of 
herniz with undescended testis in children under ten years of 
age, for the reason that in many cases, as the boy approaches 
puberty, the testis descends into the scrotum spontaneously. 
Formerly, I attempted to anchor the testis into the scrotum 
by various methods, but in recent years have abandoned such 
attempts. The testis can almost always be drawn outside the 
external ring, and if the canal is then closed by Bassini’s method, 
the testis will not be able to get back into the canal, and in a 
fair proportion of cases it will later find its way to the scro- 
tum. I have not observed a single recurrence of the hernia in 
these cases. 

As to the danger of injuring the cord during operation. 
this can be avoided with reasonable care. I have never as yet 
met with this accident. The risk is much greater in children 
than in adults, as the vas is so small and delicate that it may 
be easily torn. 

In discussing hernia associated with undescended testis, 
we may consider two rare varieties that owe their origin to 
maldescent of the testis. These are /nguinoperineal Hernia 
and Jnguinosuperficial Hernia. 

Inguinoperineal, or * superficial perineal,’ Hernia, as Kus- 
ter and Eccles prefer to call it, to distinguish it from a hernia 
through the pelvic outlet. Its etiology is best explained by the 
presence of accessory fibres of the gubernaculum testis, which 
pass into the perineum and there terminate instead of at the 
bottom of the scrotum, as is usually the case. 


Fic. 5.—Inguinal superficial hernia. a, Testis; 6, hernial sac; ¢, aponeurosis of external oblique ; 
d, cord; ¢, external ring; s, skin 
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This is one of the rarest varieties of hernia. Kiister, in 
1887 (Archiv fiir klinische Chirurgie, Band xxxiv, page 216), 
was able to find but three cases in the literature, and one of 
these was doubtful. In only one of these was an operation per- 
formed. It is always associated with perineal ectopia of the 
testis, itself extremely rare. Kuster found only twenty in- 
stances of this condition in literature. 

| have observed eight cases of testis in the perineum, and 
in six the condition was associated with a hernia. On five 
of these patients I operated for the cure of the hernia. The 
sac was in every case congenital, and in four instances I re- 
tained enough of the sac to cover the testis and placed the 
organ in a new pouch made in the empty scrotum; in three 
cases the testis remained in the scrotum, but in one it came 
out and slipped back into the anterior portion of the perineum. 
In one case only did I remove the testis, my first case, with a 
hernia the size of a cocoanut and a small atrophied testis at 
the bottom of the sac. 

Superticial Inguinal Hernia, or hernia superficialis ingui- 
nalis, is characterized by the German writers. This is really 
a variety of interstitial hernia, and is so described by Macready 
and also by Eccles. Moschcowitz has recently described this 
variety (Medical Record, January 10, 1903) and reported a 
case. He states that only fifteen cases have been reported. 
That this variety is not nearly so rare as these figures would 
lead us to believe, my own statistics show. 

I have operated upon five cases,—two in adults and three 
in children. The distinctive feature of the condition is that the 
sac and testis lie outside of and directly upon the aponeuro- 
sis of the external oblique muscle and just beneath the skin 
(Fig. 5). The origin of this form of hernia is probably due to 
the fact that the fibres of gubernaculum testis that usually ter- 


minate in the scrotum are absent or poorly developed, and the 
testis, having been pushed out of the narrow external ring by 
the hernia behind, meeting an obstruction to further progress 
downward, turns upward along the line of least resistance and 
rests upon the aponeurosis. 
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CASES OF INGUINOSUPERFICIAL HERNIA. 


Cases I, Il. Double Superficial Inguinal Hernia.—O. H., 
male, aged ten years. Testis never in scrotum. Had swelling in 
both inguinal regions for several years. Operation at the Hospital 
for Ruptured and Crippled, March 20, 1902, both sides. On both 
sides the sac and testis were found just beneath the skin and 
superficial fascia, resting upon the aponeurosis of the external 
oblique muscle. The testis occupied a position one and one-half 
to two inches above the external ring. The rings were rather 
small and the testis could not be reduced into the canals. A typical 
Bassini operation was performed, and the cord was of sufficient 
length on both sides to permit the testis to be brought into the 
bottom of the scrotum, when a pouch was made with the finger to 
receive them. The patient was examined six months later and 
the testis remained in the scrotum. 

Case III.—H. V. W., male, aged thirty years, a physician. 
Had never seen left testis in scrotum. He had observed a swelling 
in left groin, for which he had tried to wear a truss, but it was 
always so painful that he had been obliged to take it off. Opera- 
tion, June 25, 1902. My notes of operation state that “ testis and 
sac, emerging from the external ring, have turned upward and rest 
upon the aponeurosis of the external oblique.” The testis was 
brought into the scrotum . The wound was closed by Bassini’s 
method; primary union followed, but the patient has not been 
traced. 

Case IV.—S. S., male, aged twenty years. Double inguinal 
hernia with left undescended testis. The testis on the left side 
had never been in scrotum, but there had been a swelling in the 
inguinal region for some vears. Had never worn a truss. Opera- 
tion at the General Memorial Hospital, October 15, 1902. The 
testis with a large hernial sac was found one and one-half inches 
above the external ring and lying upon the external oblique 
aponeurosis. 


Hernia of the Cecum, Appendix, and Sigmoid.—Thirty- 
seven cases of these varieties were observed. Of these the cie- 
cum was found alone in ten cases, the appendix was found in 
sixteen cases, the sigmoid was found in three cases (one stran- 


culated), and in eight cases there was a sliding hernia of the 


Fic. ¢ Sliding hernia of cecum. /, Testis; ¢, cecum, s, sae acquired); yw, hard, tuber- 


culous looking mass at lower end of sac. 
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cecum, or “Hernie par Glissement,” as described by the 
French writers. Of these eight cases the caecum alone was 
present in six cases and the caecum with the appendix in two 
cases. The following cuts (Figs. 6 and 7) will show the con- 
dition present in this form of hernia. 

Czecal and sigmoidal hernia are the most difficult of all 
varieties to deal with, either with mechanical or operative treat- 
ment, especially when of the sliding variety. It is often im- 
possible to do a typical Bassini operation in these cases, and 
[ have usually been content with closing the canal as carefully 
as possible without transplanting the cord. 

Hernia of the Bladder.—I have personally operated upon 
one case of hernia of the bladder. The patient was a man 
forty-seven years of age. The hernia had existed for several 
years, and was hard to reduce and very painful when down. 
He had observed frequent micturition when the hernia was 
down. Operation was performed May 7, 1902. The bladder 
was not opened at operation, but was recognized in time. The 
patient was well January 8, 1903. 

I have had two other cases of bladder hernia on my ser- 
vice at the General Memorial Hospital, but in both cases the 
operation was performed by my associate, Dr. William A. 
Downes. 

Tubercular Hernia.—I have operated upon three cases 
of tuberculosis of the hernial sac, two children and one adult. 
In two cases the diagnosis was confirmed by the microscope, 
and in the other the clinical appearance was characteristic. In 
one case, a boy aged six years, an operation had been per- 
formed for a large left inguinal hernia with reducible hydro- 
cele in September, 1900. Nothing unusual was noted in the 
appearance of the sac. A few months later he developed a 
hernia with fluid in the sac on the opposite side, and operation 
was performed on March 19, 1901. The sac was found 
studded with miliary tuberculosis, and examination by Dr. 
Jeffries, pathologist to the Hospital for Ruptured and Crippled, 
confirmed the diagnosis. The patient was well when last ob- 


served, eight months later. There were no signs of tubercu- 
losis elsewhere. 
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A second case occurred in a femoral hernia in a young 
woman aged twenty-three years. In this case there were signs 
of tuberculous disease in the lungs. 

Strangulated Hernia.—l have operated upon seventeen 
cases of strangulated inguinal and femoral hernia with two 
deaths, one death occurred in a case of femoral hernia strangu- 
lated for three days, and in which I was obliged to resect seven 
inches of intestine. The other was in an infaut six weeks old 
with a strangulated caecum and appendicular hernia of three 
days’ duration. The child was nearly moribund at the time of 
operation. In the remaining fifteen cases a radical opera- 
tion (mostly by Bassini’s method) was performed, and there 
has not been a single relapse. Primary wound healing oc- 
curred in every case. In nine cases the patient was under the 
age of two years and in eight under one year, the youngest 
being an infant aged thirteen days with a hernia strangulated 
fourteen hours. The patient left the hospital at the end of 
three days, and the hernia remains well more than a year after 
operation. It is important to note that in every case the stran- 
gulation was not caused by the neck of the sac, as is stated by 
inost writers, but by the tense external abdominal ring. 


I Strangulated properine al Richter’s hernia Partial enterocele.) 
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MYOSITIS OSSIFICANS.' 


WITH A REPORT OF TWO CASES,—-ONE TRAUMATIC, THE OTHER NON-TRAU MATIC. 


BY WILLIAM J. TAYLOR, M.D., 


OF PHILADELPHIA, 


ALTHOUGH knowledge concerning the etiology of ‘‘ myo- 
sitis ossificans’”’ is obscure, there have been enough cases re- 
corded to establish it as a definite condition; but we are still 
very uncertain as to its cause. There are two great classes. 
The first those where bone has formed in the softer tissues, 
with or without history of injury, and in which no connection 
can be found apparently with the bones of the skeleton or their 
periosteum; and again, in others there may be osteophytes 
to which muscle tissue is attached and which has undergone 
osseous change. 

The second is where there is a formation of new bone 
resulting directly from an accident to bone or its periosteum 
and involving the muscles and fibrous structures. All these 
conditions are found in youth. Those of the first class are 
characterized by local swelling, and, later, loss of function, 
with gradual ossification of the muscle. This is the most 
common. A number of cases have been reported under the 
second heading, in which the muscles become ossified quickly 
after a single injury, generally, as in my own case, following 
the kick of a horse, and, as in F. Munro’s case, from an injury 
to the thigh received in a foot-ball game. (IF. Munro, Lancet. 
February 21, 1891, p. 427.) 

In Munro’s case, a young man of twenty-four received a 
blow on the right thigh while playing foot-ball. He was incapaci- 
tated from work for three days. A week after the accident he 
noticed a hard swelling an inch and a half above the outer side of 


"Read before the Philadelphia Academy of Surgery, March 2, 1903. 
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the knee-joint. This got larger, and five weeks after the accident 
he sought medical advice. On examination, there was found what 
seemed to be a lump of bone lying loose in the muscle of the outer 
side of the thigh. It was about eight inches long, narrow, and 
projecting at its lower end and approaching the surface, but broad- 
ening out as it passed up the thigh and lying more in the muscles. 
It was slightly movable except at its upper end. The patient 
could walk about fairly well with the assistance of a stick, but 
was able to flex his thigh only very slightly. After about two 
weeks an incision three inches long was made over the projecting 
portion, and in the substance of the vastus externus was a mass 
which had to be removed with bone forceps. There were no com- 
plications, and the patient left the hospital well in the course of a 
few weeks. 

Mr. Bilton Pollard (Lancet, December 31, 1892, p. 1491) 
reports a case of “ myositis ossificans” in a boy of nine, where a 
large number of the muscles became ossified without there being 
any particular injury to account for it. An operation was per- 
formed and the teres major muscle was exposed. The bone was 
found to occupy the substance of the muscle in nearly its whole 
extent. 

Dr. F. W. Burton-Fanning (Lancet, September 28, 1901, p. 
849) reports a case of a man aged thirty-three, who at the age of 
eight years had gradual stiffening of the left shoulder without 
previous injury or pain. At the age of twelve the right knee 
became impaired until all power of motion had gone. Following 
this in order came stiffness of the left hip, sides of chest, and 
lower part of back. At the age of twenty-eight the right arm 
from the shoulders downward was much swollen, the skin being 
red and tender. The inflammation was so acute that the arm 
was thought to be poisoned, but the swelling gradually passed off, 
and the arm was found to be flexed in the extended position, while 
the movements of the shoulder previously impaired were dimin- 
ished. Flexion and extension remained at the wrist, but the fore- 


arm could only be supinated through half the natural extent. Two 
years later stiffness of the right hip was noticed, and this gradually 
extended until the legs became affected and the patient had numer- 
ous falls, but he had never seriously hurt himself, and could not 
attribute an increase of his malady directly to any injury. He 
was remarkably free from any other disease. 
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There was a family history of his father having had “ myo- 
sitis ossificans,”’ and dying at the age of thirty-three from an 
accident. 


Mr. Charles Stonham (Lancet, December 31, 1892, p. 
1485) speaks of the causation of the disease as being shrouded 
in obscurity, but that it is essentially one of early life. While 
heredity is supposed to be a large factor, there are compara- 
tively few in which this can be traced. Most of the cases of 
‘* myositis ossificans’” cannot be directly traced to any trauma, 
and there is a history resembling in large part muscular rheu- 
matism; in the cases which he reports and the illustrations 
which he gives, there seems to be an overgrowth of the bony 
tissues and the formation of osteomata and osteophytes, as 
well as ossification of certain of the muscles. 

In the illustrations which he gives, the osseous formations 
are many of them independent of the skeleton, but in some 
parts they are attached to it, spreading into the muscular in- 
sertions as pointed, stalactite-like masses. ‘True spongy ex- 
ostoses may also be met with. Usually in the form of flat- 
tened, perforated plates, the bony tissue may be in nodular 
masses or sharp and pointed. 

He appends a large number of references to cases in Eng- 
lish, American, and Continental journals. 

Dr. Lydia M. Dewitt (in The American Journal of Medt- 
cal Sciences, September, 1900, p. 295) published a very elabo- 
rate pathological report from two cases of “ myositis ossifi- 
cans.” 

The first case resulted from chronic inflammation (possi- 
bly tuberculous), in which ossified masses were found imme- 
diately surrounding the femoral vessels, and extending in all 
directions between the degenerating and regenerating muscle- 
fibres. 

a frac- 
ture of the thigh,—which may have injured also the muscles 
and other soft parts. 


The second case resulted from an injury to bone, 


Munro (Lancet, February 21, 1891, p. 427) speaks of 
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‘“ myositis ossificans” as a result of chronic inflammation either 
localized or general. In the localized variety the inflammation 
of the connective tissue is usually the result of repeated slight 
injuries, the bony tumor in one case appearing five weeks after 
the injury. 

Heredity, although claimed by many writers to be a fac- 
tor in the causation of the disease, does not seem to play any 
large role in its production, although there are a few cases 
where it would seem to be operative. 

Treatment in the non-traumatic variety has been of little 
avail in the majority of cases; excision of the muscles doing 
little or no good, as the ossification of some of the degenerated 
muscles has very soon taken place. 

In Dr. Keen’s case, reported in the present communication, 
excision of the ossified muscle has, however, been of distinct 
advantage, as in nearly two years there has been no recur- 
rence nor apparently any disability resulting. 

In the traumatic variety, or if we might use such a term 
as acute traumatic, where the condition has followed the re- 
ceipt of one severe injury, operation and the complete excision 
of the degenerated muscle and fibrous tissues have resulted in 
complete relief. 

Through the kindness of Dr. Keen, I am able to report 
his case, and thus give an illustration of the two great varieties 
of this very peculiar affection. It was my privilege also to 
assist him in the operation performed upon his patient, and 
to see her constantly during her convalescence. 

These are the only cases [ have ever been fortunate enough 
to see, and in my own case I was at a loss at first to account 
for the condition which I found at operation; indeed, for a 
time, and until I received the report of the pathological find- 
ings, I feared that it might be sarcoma. The complete free- 
dom from pain made me feel somewhat reassured. 


Case I. Myositis Ossificans Traumatica.—A young man, 
twenty-six vears of age, of robust health and fine general physique, 
whose occupation was that of schooling young hunters, was 
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kicked by a horse, December 15, 1900. He had never had 
rheumatism, but had a slight mitral murmur. The hoof struck 
him in the middle of the thigh on the anterior surface. The blow 
was so severe that he was knocked down, and he thought the 
thigh broken, but in a short while he was able to get up and walk, 
walked his horse for some distance, and then with the assistance 
of some farmers was lifted into the saddle and rode home. The 
pain was intense, but not completely disabling. A remarkable 
thing about his injury was that the horse kicked him on Saturday 
with such force that he thought the thigh was broken, but he was 
able to walk; and the next day, being Sunday, he did not ride, for 
this is their custom at his stock farm; but on Monday he got on 
a horse and had ridden every day until | saw him. He had com- 
paratively little pain except upon extending the thigh and flexing 
the leg upon the thigh; and he found of late that he did not feel 
secure in his seat when riding a restless horse, and that his efforts 
to clutch with his knees gave him pain. He had none of the dull 
aching or throbbing pain of a sarcoma. 

When first seen by me on January 5, 1901, just three weeks 
after the receipt of the injury, there was a marked swelling on 
the anterior surface of the left thigh about its middle, and over 
which the muscles readily rolled. The swelling was hard, but 
did not feel bony; it gave rather the sense of an organized hzma- 
toma beneath the periosteum. With the limb at rest there was no 
pain whatever, but on certain movements of the limb there was 
pain; this was most marked upon flexing the leg upon the thigh. 

Qn January 8 | made an incision through the rectus muscle 
down to the periosteum. I found the whole area of the bone— 
especially of the anterior surface—enlarged and the periosteum 
thickened, and the muscles—particularly the deeper fibres—con- 
taining small bony particles. The pieces of bone and muscular 
tissue that | removed were directly in contact with the periosteum, 
which was elevated and the bone beneath found roughened. At 
one place | removed a small spicule of loose bone. I curetted 
the bone, removed all the thickened portion of the muscles that I 
could, and closed the wound with an iodoform gauze wick for 
drainage. He made an absolutely uneventful recovery, and he 
had no pain or discomfort. 


The muscles and fibrous tissue removed were sent to Dr, 
W. M. L. Coplin, who sent me the following report: 
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After a very detailed and minute description of the methods 
employed in making the examination and of the microscopic 
appearances of the specimen, he states: 

“A definite diagnosis from the examination of disconnected 
fragments of tissue, such as those submitted in this case, may 
seem hazardous, but the findings recorded above strongly suggest 
the diagnosis of ossifying myositis.” 

Case Il. Myositis Ossificans.—Miss A., aged forty years, 
first consulted Dr. W. W. Keen on April 22, 1901. At nine 
years of age her mother discovered a slightly tender lump over 
the left fibula near the junction of the middle and lower thirds 
of the leg. She had some pain in the leg, which was thought to 
be rheumatism. At fourteen, walking became distinctly painful, 
and the muscles gradually contracted until her foot was in marked 
extension, 1.¢., an acquired equinus. At sixteen, tenotomy was 
done, the deformity, however, returning immediately. Some X-ray 
pictures which she had had taken in Washington showed that 
there was apparently an irregular, sharp osteophyte growing from 
the fibula at the point indicated (Fig., A), and that the bone was 
thickened for some distance above and below this point. There 
were some other spots in the picture which made me suspect 
myositis ossificans, though I was doubtful whether they might 
not be defects in the photographic plate. 

The muscles of the right calf were distinctly harder than 
those of the left calf. I advised operation, which was accepted 
at once. 

Operation by Dr. Keen, May 3, 1901.—I had three objects 
in view: first, to chisel away the supposed osteophyte, which was 
still quite painful; second, to lengthen the tendo Achillis, and, 
third, to remove all of the supposed ossified plates if I could do so. 

I made an incision somewhat posterior to the fibula. This 
passed through quite a thick layer of fat. The deep fascia | 
found to be irregularly thickened with plates of what I judged 
to be bone at various places. These multiple bone plates extended 
well back to the middle of the calf, but, apparently, not to the 
inner side of the leg. There were also a considerable number 
of them in the muscular tissue. There was no osteophyte growing 
from the fibula, but the irregular plates of bone were in contact 
with the fibula. In order to remove the whole of these bone 
plates, | was obliged to prolong my incision, so that it finally 
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reached from the upper end of the calf nearly to the heel. At 
one place there was very annoying though not serious bleeding, 
which | could not control by repeated ligature and suture-ligature. 
What I thought to be a large vein ran along with the bleeding 
artery. Finally, in order to control the bleeding, I cut across 
both artery and vein, and to my surprise found that the supposed 
vein was a large nerve. It was very much enlarged, was beaded, 
and so intimately involved in one of the plates of bone and fibrous 
tissue constituting the disease that it could not be dissected out, 
and would have had to be sacrificed in any case. I stretched the 
two ends of the nerve (for they were separated 2.5 centimetres 
when the foot was flexed to a right angle), when I discovered 
what it was, and united them with two silk ligatures. The tendo 
Achillis was divided after Mr. Anderson’s and my own method 
and lengthened by four centimetres, which allowed the foot to be 
placed at a right angle with the leg. 

On May 12 I removed two small tumors, one from the right 
and one from the left breast under cocaine anzsthesia. Professor 
Coplin reported them to be “ peri- and intercanalicular fibromata 
of the breast.” 

Recovery from all three operations was per primam, and she 
left the hospital on May 18. She was then able to move the foot 
quite freely both in flexion and extension. 

I was extremely doubtful at the time, and still am, as to 
what nerve was divided. The day that she left the hospital, a 
hair lightly drawn across the foot was felt distinctly at every 
point, with the exception of the sole (due probably to the thick- 
ness of the epidermis), and at a small area above the heel, where 
sensation was quite imperfect. On the sole of the foot, however, 
a touch of a pencil was readily perceived. The nerve divided lay 
almost in the middle line of the leg between the calf muscles and 
the skin. This would exclude, of course, the posterior tibial; yet 
it was so large,—its size being about that of the normal posterior 
tibial—that it did not correspond with any ordinary cutaneous 
nerve. Sensation, moreover, was but slightly affected by its 
division, as I have indicated. Unfortunately, I was not able to 
make more accurate and frequent examinations on account of 
absence from the city. 


Miss A. writes me under date of December 17, 1902, nearly 
twenty months after operation, that she has suffered no pain in the 
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muscles since leaving the hospital, that the foot can be flexed to 
a right angle, and that she can bear her weight on her toes. Non- 
recurrence of the disease, especially in view of the evidently dis- 
eased condition at the margin of the portions of tissue removed, 
as shown by Dr. W. G. Spiller’s report, is especially noteworthy. 

Dr. Spiller’s report on the nerve and muscle is as follows: 

“The tissue removed at operation and sent to me by Dr. 
Keen is exceedingly dense, much denser than any normal muscle, 
and in some places has a gritty feel. It can, however, be easily 
cut with a knife, and when embedded does not turn the edge of 
a microtome knife. It is not necessary to employ decalcification. 
To the naked eye the tissue has little or no resemblance to muscle, 
but appears like dense, fibrous material. In microscopical see- 
tions where the alteration is greatest the tissue resembles ten- 
don, and has a glassy appearance when stained with eosine. 
Numerous masses of closely packed round cells are found 
throughout the sections, and much recent infiltration of red blood- 
corpuscles, the result of the operation, is found. The walls of 
the blood-vessels in the dense fibrous tissue are much thickened, 
and are infiltrated with round cells, and the lumen in some is very 
small. Where the tissue is most altered, the muscle-fibres are 
extremely atrophied, and in a large portion of the tissue have 
entirely disappeared. The sections in some parts consist almost 
entirely of fibrous and fatty connective tissue, and here the muscle- 
fibres are widely separated from one another by this fibrous tissue. 
In these places the muscle-fibres appear as long slender bundles in 
longitudinal section, and are many times smaller than normal 
muscle-fibres, and are without any striation, either transverse or 
longitudinal. The tendon-like appearance of certain parts of the 
sections is due to the fibrous proliferation which has caused more 
and more pressure upon these atrophying muscle-fibres until thes 
have entirely disappeared. Here and there in these tendon-like 
masses a few scattered muscle-fibres may be seen. The Weigert 
hematoxylin stain shows their presence very beautifully. Where 
the muscle-fibres are very much atrophied, the sarcolemma nuclei 
appear unusually numerous; but this is chiefly because the atro- 
phied fibres occupy less space, and the sarcolemma nuclei are, 
therefore, brought closer together. There is, however, some in- 
crease in the number of the sarcolemma nuclei. Only in tissue 
taken from the edges of the mass removed at operation have | 


MYOSITIS OSSIFICANS. 833 


been able to find muscle-fibres of anywhere near normal size; and 
here they are irregular in outline, are cleft transversely in longi- 
tudinal section, and have lost the transverse and longitudinal 
striations. The sarcolemma nuclei in these muscle-fibres are pro- 
liferated, and in places form chains of nuclei within a muscle-fibre. 

* Osseoid plates are not very numerous, but are found in some 
sections. They are irregular in shape, and stain a deeper purple 
at the edges with hemalum and faintly in the interior. They 
contain concentric lines and numerous irregular starlike bone 
cells. The formation of the latter has not been of very long 
duration, as in old bone the cells do not possess these numerous 
proliferations. Although the tissue feels gritty before it is em- 
bedded, the sections under the microscope do not contain a large 
amount of osseoid tissue. I have found a mass in one of the 
sections that appears more like cartilage than bone. In this the 
nuclei are small and round and the cells resemble cartilage cells. 
The ground substance is pale yellow, and does not show the con- 
centric markings seen in the distinctly osseoid tissue. 

“The condition is one of myositis fibrosa passing into myo- 
sitis ossificans. 

* The nerve that was cut during the operation is much degen- 
erated, and is embedded in the proliferated fibrous tissue, so that 
even under the microscope it forms an intimate part of this tissue. 
The connective tissue between the individual nerve-fibres is greatly 
increased in amount, and for this reason the nerve appears abnor- 
mally large. 

“In regard to the recent literature on myositis ossificans, 
| may refer to the valuable paper by Lydia M. Dewitt (The 
American Journal of the Medical Sciences, September, 1900, page 
295), and to the monograph on diseases of the muscles by H. 
Lorenz (Nothnagel’s ‘ Specielle Pathologie und Therapie,’ Band 
xi; 3. Theil; 1. Abtheilung). In these two publications most 
of what is known of myositis ossificans may be found.” 
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ON THE PATHOLOGY OF SO-CALLED BONE 
ANEURISMS. 


BY HARVEY R. GAYLORD, M.D., 
OF BUFFALO, NEW YORK, 
Professor of Surgical Pathology, University of Buffalo; Attending Surgeon, Erie 


County Hospital. 


(From the Pathological Laboratory of Professor Orth, in Gottingen.’ ) 
£ 


THe term “bone aneurism” has been applied to certain 
obscure, pulsating, markedly hemorrhagic tumors of bone. 
These tumors have not received as much consideration in the 
more recent literature as in the days of Dupuytren, Velpeau, 
Nélaton, Jr., and Gentilhomme, when they were the subject 
of a spirited controversy which was terminated by the thesis 
of Gentilhomme in 1863, which concluded, “ que les aneu- 
rysmes des os n’existent pas.” The entire subject might well 
have passed into obscurity, had it not been revived by an 
article by Oehler in the Deutsche Zeitschrift fiir Chirurgie, 
1893, who coneluded that bone aneurism was a specific affec- 
tion and worthy of separate consideration. 

The first reference to the affection was made by Percival 
Pott, but a satisfactory description was first given by Else 
in 1769. Turning to the work of Richet and Volkmann, we 
find that these authors accept five cases which have come down 
through the literature as examples of bone aneurism. 


The first case, that of Pearson, occurred in a laborer sixty- 
three years of age, otherwise in good health. The tumor made 
its appearance below and on one side of the patella. There was 
no evident pulsation at this time. Four months later the tumor 
had increased in size, protruded on both sides of the patella, and 
pulsated sufficiently to be visible to the naked eye. Amputation 


‘The material for this article was obtained while the writer was an 
assistant to Professor Orth in the University of Gottingen in 1897. The 
publication of the article has been unavoidably delayed until the present 
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was decided upon and was made above the knee. So soon as the 
large vessels were divided, a considerable amount of blood flowed 
from the crural artery, and the sac immediately became flaccid. 
Following the operation, the stump became infected, and the 
patient died of pyzmia five weeks later. On dissecting the limb, 
the vessels of which had been injected, nothing abnormal was 
found until the sac was opened on its anterior aspect, when it 
was found to contain red injecting material and coagulated blood 
as well as some material of offensive odor. On clearing out the 
sac this was found to occupy a cavity in the head of the tibia 
sufficiently large to contain half a pint of fluid. The anterior and 
posterior portions of the tibia were completely destroyed. The 
wall of the sac resembled thickened periosteum, and was lined 
with a substance similar to that found in aneurismal tumors. 
The two lateral portions of the tibia were so thin as to be trans- 
parent. The joint was not involved. Pulsation was attributed 
to the intimate communication of the sac with the vessels in the 
ham, but the presence of the red injecting material distinctly 
indicates that the tumor communicated with some branches prob- 
ably of the popliteal. 

In Case 2, that of Scarpa, the tumor was likewise located in 
the upper end of the tibia, and in many respects closely resembles 
that of Pearson, with the exception that seven vears after the 
removal of the sac a second tumor extending to the thigh devel- 
oped, from which the patient died. In this, as in the case of 
Pearson, the tumor appeared to communicate with branches of 
neighboring vessels. The recurrence of the tumor speaks for the 
malignant nature of the growth; although Scarpa considered the 
aneurism to be the result of rupture of blood-vessels leading to 
the destruction of the bone and the formation of a cavity therein. 

Case 3, Carnochan, was a cyst located in the lower end of 
the femur, which formed eight months after contusion at this 
point. In this case pulsation and a distinct bruit were observed. 
Ligation of the femorals was followed by cessation of pulsation 
and a decrease in size of the tumor. The wall of the cyst con- 
tained a structure of bone and did not collapse. In the course of 
five or six weeks the cyst was again distended and amputation 
of the femur was performed. The cyst proved to be of large size 
and was filled with blood, and communicated with several vessels. 
Examination was made for sarcoma and carcinoma, but netther 
was detected. 
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Case 4 was a large tumor in the neighborhood of the tuber- 
osity of the tibia. Fluctuation could be elicited and slight pulsa- 
tion was present; no bruit. Amputation of the femur was per- 
formed, followed by healing, with no return of the tumor after 
two and a half years. Dissection of the tumor showed that the 
head of the tibia was transformed into a large cyst cavity, the 
wall of which was very thin and extremely elastic. It was filled 
with fresh blood and clots. A microscopic examination was made 
and no tumor elements were detected. Injections of water through 
the popliteal vessel revealed numerous communications with the 
tumor through minute openings on the inner surface of the cyst 
wall. 

Case 5, Richet, developed in the neighborhood of the shoulder 
and extended from the insertion of the deltoid to the acromion 
process, with involvement of the entire circumference of the 
humerus. The tumor was soft, fluctuating, and in many spots 
crepitation could be elicited. There was a distinct bruit but no 
pulsation. Amputation at the shoulder was made, followed, after 
four weeks, by death. At the autopsy no metastases were de- 
tected. The tumor consisted of a large sac filled with brown fluid 
and coagula. The wall of the sac was composed of a dense, fibrous 
structure, which, below, was apparently continuous with the peri- 
osteum and extended upward to the articular cartilage of the head 
of the humerus. The wall of this sac contained irregular plates of 
bone. Attempts to inject the sac from the larger vessels were 
not successful, but many small arteries could be seen penetrating 
the cyst wall. A microscopic examination was made of the cyst 
wall, but no tumor elements were found. 


Besides the five classical cases here referred to, three arti- 
cles have appeared in the recent literature containing the re 
ports of cases of a similar nature in which microscopic exami- 
nation failed to show the presence of sarcoma or carcinoma 
They were likewise considered as cases of bone aneurism by the 
respective writers. 


The first is that of Pillot and Anger, in which the tumor 
developed in a man of twenty-six years posteriorly on the inner 
side of the lower end of the femur. On admission to the clinic, 
the tumor was distinctly palpable, elastic, and tense, but did not 
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pulsate, and there was no bruit. The tumor was supposed to be 
due to a collection of pus beneath the periosteum. On cutting 
into the tumor, a large amount of dark-colored blood flowed from 
the cavity. The hemorrhage which followed was controlled with 
great difficulty. The patient had chills, elevation of temperature, 
and four weeks after the incision the leg was amputated at the 
thigh. A large thrombus was found in the femoral vein, and 
the patient died the next day of pulmonary emboli. On dissecting 
the amputated leg, the tumor occupied a position beginning four 
centimetres above the condyles of the femur on the posterior 
aspect and extending upward seven centimetres. Beneath the 
periosteum were found three connecting cavities filled with blood. 
The first was beneath the periosteum, and had been incised at the 
first operation; the second, within the cavity of the bone, and the 
third, beneath the periosteum on the anterior surface. All three 
were in communication with larger and smaller vessels. The 
periosteum at the posterior margin contained numerous deposits 
of bone and osteophytes. The cavities of the tumor were lined 
with stratified layers of fibrin. The microscopic examination was 
made in the laboratory of Professor Robin and reported upon by 
M. Gaucher. The exact wording of his statement is as follows: 
‘On microscopic examination, one could hesitate between aneu- 
rism of the bone or myeloid sarcoma. My microscopic examina- 
tion of the clots, of the bone, of the bone marrow, and of the 
osteophytes formed in the periosteum, has failed to disclose the 
presence of an increased number of giant cells. I therefore con- 
sider that the femur is the site of a true aneurism of bone.” 

A further case is that of Wythe. The tumor occurred in a 
young woman, twenty-two years of age, and appeared in the form 
of a small swelling about the size of a walnut on the upper third 
of the left femur. After about eight months’ duration it began 
to enlarge rapidly. It occupied the front and inner side of the 
upper third of the thigh, and on touch gave the sensation of a 
cartilaginous mass springing from the bone. The femoral artery 
lay across the side of the tumor and pulsated vigorously. The 
case was seen by Wythe, who operated. Cutting down upon the 
tumor, it was found to consist of a lobulated mass three by four 
inches, arising from the upper part of the femur. The surface 
of the tumor was of a mottled red and bluish color, crackled on 
pressure, and appeared to cover a thin layer of bone like an egg- 
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shell. On cutting into the tumor the blood spurted out for a 
distance of eight feet. This was of dark venous hue and was 
controlled by pressure with a sponge. On enucleation the tumor 
was found to contain many cancellous spicules of bone, which 
had to be removed in fragments. The cavity was packed with a 
sponge wrung out in hot water and hemorrhage was thus con- 
trolled. Patient made a rapid recovery. The microscopic exami- 
nation is quoted literally : 

“ A careful microscopic examination of the tumor exhibits 
only bony tissue, softened and expanded, and the débris of blood- 
cells. There is no appearance of cartilaginous, sarcomatous, 
malignant, or embryonic elements of any kind, although specimens 
were selected from various parts of the mass, some examined 
without special preparation, and others after staining with picro- 
carmine. It is evidently a case of bony aneurism, not from en- 
largement of an artery, but an aneurism by anastomosis. The 
microscopic evidence shows the edges of the osseous trabeculz, 
which bound the natural cavities or cancelli of the bone, to be 
decalcified and softened. 

“The general appearance of the morbid tissue resembled 
spina ventosa, but the enlargement was due to simple dilatation of 
the bone itself. In the few cases of the kind which | find on 
record, most are associated with encephaloid cancer, but no indi- 
cation of this was furnished by the dissection or by the microscope 
in this instance.” 

A third case, that of Oehler, occurred in a sixteen-year-old 
boy. There developed after slight trauma a tender swelling on 
the lower end of the femur. This protruded most prominently 
above the outer condyle. The consistence of the tumor was elastic, 
and the margins appeared to gradually merge into the shaft of the 
femur. There was no pulsation. The tumor was held to be 
sarcoma of the bone, and exploratory incision was made to con- 
firm the diagnosis. The tumor was incised at the point of greatest 
prominence above the external condyle, and a gush of blood fol- 
lowed the incision. The finger was inserted and entered a cavity 
in the bone. This was packed, but the packing failed to control 
the hemorrhage. After a few hours, the bleeding was so severe 
that the patient was again anesthetized and the exploratory in- 
cision widened. The cavity appeared to be sufficiently large to 
contain 300 cubic centimetres of blood. It extended three-quarters 


\ 


PATHOLOGY OF SO-CALLED BONE ANEURISMS. 839 


of the way around the femur and penetrated deeply into the bone, 
so that not more than a half or a third of the normal thickness of 
the shaft of the femur remained. The inner aspect of the cavity 
was lined with rough fragments of bone, and the outer wall of 
the cyst was composed of dense fibrous tissue in which plates and 
deposits of bone could be detected. There were apparently no 
communicating vessels. As a result of this inspection, amputation 
of the leg was decided upon, from which the patient made a 
rapid recovery, and has since remained permanently cured. The 
examination of the amputated limb confirmed the macroscopic 
description already given. No communicating vessels could be 
detected, and there was no macroscopic evidence of sarcomatous 
tissue. Blocks of tissue were removed from various portions and 
prepared for microscopic examination. These, under the micro- 
scope, proved to consist of bony structure without lamellar ar- 
rangement, and closely resembled in appearance newly formed 
callus. The spaces between the trabeculz were filled with a tissue 
rich in cells. The bone corpuscles appeared in the form of large 
granulated cells lying in encapsulated spaces. The usual pro- 
longations of these cells could not be detected. Scattered between 
the trabeculze were areas of cartilaginous tissue. The medullary 
spaces were traversed by large vessels surrounded by round cells. 
rom the periphery towards the cavity the osteoblasts gradually 
increased in size, the round cells were more densely packed, and 
a few giant cells made their appearance, until at the margin of 
the blood-filled cavity these elements formed a narrow margin of 
tissue free from bone trabecule. There was no evidence of a 
capsule or organized layer of connective tissue separating the 
cavity from the bony structure. This condition of affairs existed 
over the entire surface of the cavity, including the portion where 
it penetrated into the shaft of the femur. In the wall of the 
cavity in many places were found groups of cells embedded in 
coagula. These, as well as the narrow laver of tissue lining the 
cavity, especially where the cells were cut obliquely, closely resem- 
bled round and giant-cell sarcoma, but in the opinion of Oehler 
did not constitute a distinct sarcomatous tissue, for the reason that 
there was no well-defined boundary between it and the tissue of 
the medullary spaces. 


From a consideration of the three cases of \nger, Wythe, 


and Oehler, it will be noted that in the first two the statement 
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is made that sarcomatous tissue was not present. ‘The descrip- 
tion of the microscopic examination in the case of Wythe is 
far from satisfactory, and the grounds on which Gaucher con- 
cludes that the case of Pillot and Anger was not of sarcoma- 
tous nature would seem open to question. His conclusion, 
that because the giant cells were not increased in number, and 
therefore the case was not one of sarcoma, is not in accord 
with our present knowledge of these neoplasms. ‘The state- 
ment of Wythe regarding his case leaves some doubt as to the 
basis on which he concluded that sarcomatous tissue was not 
present; and the many cases of well-defined sarcoma recently 
published, especially those of Weil and Oberst, of sarcomas 
of bone in which large cavities containing blood were formed, 
the cavity being lined with sarcomatous tissue, so strongly 
suggests the structures described by Oehler, that it is difficult 
to say how that author arrives at the conclusion that his case, 
and probably the five quoted by Richet and Volkmann, repre- 
sent a separate, obscure affection of the bone. Odehler calls 
attention to the fact that these tumors seldom produce metas 
tases, that recurrence after operation is rare. The case of 
Scarpa is, however, an exception to even this last statement, 
recurrence after seven years in this case strongly indicating 
the malignant nature of the process. 

That these cases are not as malignant as many forms of 
sarcoma is well known. A number of clinical observations 
have been reported, in which fluctuating, haemorrhagic tumors 
of bone, or bone aneurisms, have been observed to disappear 
after a period of time. One of these, reported by Roughton, 
was subjected to microscopic examination and found to be a 
sarcoma. The tumor developed below the knee; it was elastic 
on palpation, and the wall of the cyst appeared to contain thin 
plates of bone; there was no pulsation, no bruit. The tumor 
was incised, and a cavity containing approximately sixty cubic 
centimetres of blood was opened. There was no evidence of 
communication of this cavity with larger vessels. A portion 
of the wall of the tumor was removed for examination, which 
showed the presence of sarcomatous tissue. [n the course of 
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ten months the tumor entirely disappeared, and the function 
of the parts was completely restored. 

Realizing the nature of the claim which the so-called 
‘“bone aneurisms”’ have to classification as separate affections 
of the bone, rather than malignant tumors with unusual char- 
acteristics, the following case may not be uninstructive. 


Description of writer’s case. The specimen in question was 
sent to the Pathological Institute in Géttingen, April 3, 1897, 
from the Peter Friedrich Ludwig Hospital, Oldenburg. The fol- 
lowing short history accompanied the preparation, and attempts 
to obtain a further history one year later were not successful. 
The patient had suffered three years before from a fracture of the 
lower end of the right femur produced by direct force, which had 
healed satisfactorily. One year later the patient slipped while 
walking across a slippery floor, and in attempting to steady him- 
self stiffened the right leg forcibly, and the femur was again 
broken at the point of the old fracture. This second fracture was 
again followed by healing, which was accompanied by excessive 
callus formation and succeeded by an unusual amount of thicken- 
ing at the point of fracture. In the course of the second year 
this thickening increased until the size of the present tumor was 
reached. At this time the patient came into the Peter Friedrich 
Ludwig Hospital, Oldenburg, where the diagnosis of sarcoma 
was made and amputation performed. On cutting into the tumor, 
a quantity of grayish yellow material flowed from a large cystic 
cavity and from a smaller, fluid blood. Fluctuation was easily 
elicited before the operation. It will be noted that there is no 
reference to pulsation or the presence of a bruit. 

Macroscopic description of tumor. The specimen sent to the 
institute consists of the lower two-thirds of the right femur. This 
portion of the thigh is markedly distended, and forms, on the 
anterior surface, a rigid tumor over which the soft parts are 
tensely stretched. The involvement begins just above the con- 
dyles and extends upward to about the middle portion of the 
femur. On the outer and posterior aspect the wall of the enlarged 
femur is elastic and can be compressed. The articular surface of 
the condyles and the sawed end of the femur above present no 
abnormalities. It is decided to divide the femur in its long 
axis into anterior and posterior halves. After sawing through 
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the bone it is found to contain a large cavity, the inner wall of 
which extends downward to a point just above the internal con- 
dyle. This portion of the cyst wall contains extensive deposits 
of bone and has to be sawed. The condyles below are sawed in 
the same plane, and the outer aspect of the cyst is readily divided 
with a knife. On laying open this cavity it is found to possess 
the following dimensions: The greatest length in the long axis 
is twenty centimetres; the greatest diameter twelve centimetres. 
Projecting into the cyst cavity just above the external condyle 
is a mass of spongy tissue about the size of a large lemon, or 
more exactly, when measured in the long axis of the cyst, nine 
centimetres and transversely five and one-half centimetres. The 
surface of the anterior wall of the cyst is of dark-red color, finely 
granular to the touch, and in many places covered with a distinct 
layer of fibrin. This can usually be stripped from the surface with 
forceps, and then exposes a smooth underlying surface. E-xtend- 
ing from below posteriorly, from a point about midway between 
the condyles at the epiphyseal line upward to a point where it 
becomes continuous with the outer and posterior aspect of the 
shaft, is a ridge which divides the anterior wall of the cyst into 
two portions. This ridge on palpation is hard, and evidently 
represents a continuation of the shaft of the femur upward through 
the wall of the cyst. The entire anterior wall of the cyst is found 
to possess a groundwork of bone from one millimetre in thickness 
at the thinnest part to thirty millimetres at the prominence of the 
ridge just mentioned. On inspection of the cut surface of the 
internal wall of the cyst, it presents a roughened, stratified appear- 
ance which, from within outward, consists first of a thin layer of 
fibrin lining the cyst cavity; beneath this a dark-red zone, then 
a grayish-white zone, which in certain parts are replaced by dis- 
tinct deposits of bone, and over this the muscular structure of the 
thigh. An examination of the shaft of the femur above shows 
that the medullary cavity of the shaft is separated from the cyst 
cavity by a laver of hard bone three millimetres in’ thickness. 
Upon this is a laver of apparently fibrous tissue with the usual 
deposit of fibrin upon the surface. The shaft of the femur at the 
lower portion just above the condyles shows a rough, uneven 
surface, and at the point where the mass of spongy tissue pro- 
trudes into the cyst cavity are numerous cystic excavations in 


cancellous portion of the bone. The mass of tissue already men 
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tioned possesses a grayish groundwork which separates the small, 
but numerous, hemorrhagic cysts. The posterior wall of the cyst 
is more or less collapsed, the surface being thrown into numerous 
folds and wrinkles. Palpation discloses but a few thin plates of 
bone irregularly distributed. Traversing the posterior surface 
and running free in the cyst cavity for a considerable distance are 
two blood-vessels. The larger of these has a diameter of three 
millimetres, the smaller of one and one-half. Although the limb 
was not dissected to definitely ascertain their origin, they are 
probably branches of the popliteal. Sections for microscopic ex- 
amination were taken through the thickness of the internal wall 
of the cyst, from the upper end of the femur where it terminated 
in the cyst, from the internal wall, and a large number of pieces 
were cut from the spongy mass of tissue protruding into the cyst 
cavity. 

The examination of the sections, hardened in formalin, stained 
with hematoxylin eosin taken from the internal portion of the 
cyst wall, shows that the surface of the structure is composed of 
young connective tissue, the most superficial layer of which con- 
tains numerous capillaries, here and there occasional deposits of 
pigment. Supporting this newly formed connective tissue is a 
laver of mature connective tissue. The boundary between the 
two is marked by frequent deposits of brown pigment, for the 
most part located about the blood-vessels. Much of this is de- 
posited in the spindle cells. Attempts to demonstrate iron in this 
pigment were unsuccessful, probably owing to the method of 
hardening (formalin). In the deeper portions of the layer of 
fibrous connective tissue nuclei are very rare, intercellular sub- 
stance predominating. Beneath this laver of dense, fibrous, con- 
nective tissue is a more loosely arranged fibrous structure contain- 
ing a certain amount of fat tissue. Interposed between the bundles 
of connective tissue are numerous large blood-vessels. Surround- 
ing this is a laver of muscular structure. Nothing not already 
learned with low power could be detected by examination under 
high magnification. The pigment is in the form of oval bodies 
and plates, and much of it lies between the cells. The young 
connective tissue upon the surface presents the appearance com- 
monly found in organizing exudates. 

Section taken from the wall of the cyst at the point where it 
becomes continuous with the upper end of the femur stained with 
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hematoxylin alizarin. At the margin of the preparation is a 
mass of bone which shows an irregular, comparatively smooth 
contour. At certain points there are projections of smoothly 
shaped trabecule extending into the adjoining connective tissue. 
Along the smooth margin of the bone are well-defined osteoblasts 
in considerable number. The connective-tissue structure imme- 
diately adjacent to the bone closely resembles the appearance of 
normal periosteum, but in the portions which constitute the larger 
spaces between the newly formed trabecule this tissue pre- 
sents evidence of myxomatous degeneration (Fig. 3). Here and 
there evidence of fat cells in the tissue may be detected. The 
bone corpuscles are irregularly formed and the canaliculi are 
poorly developed, for the most part wanting. At one point in 
direct apposition with the lamellated bone is a deposit of dark- 
brown pigment similar to that found in the portion of the cyst wall 
already described. The connective-tissue structure between the 
trabeculz consists of slender connective-tissue elements and, ex- 
cept where it has undergone the myxomatous change, closely 
resembles normal periosteum. Separating this structure of tra- 
beculz is a layer of dense fibrous connective tissue containing a 
considerable number of blood-vessels. The direction of the con- 
nective-tissue cells in this zone is parallel to the surface of the 
cyst cavity. Upon the surface of the cyst is a thin layer of fibrin. 
In some portions this is undergoing organization, the young 
connective tissue containing extensive deposits of pigment, as in 
the other portion of the cyst wall. 

Sections made from various other localities in the cyst wall 
fail to develop any radical difference in the structures already 
described. A large number of sections were made from the mass 
of spongy tissue protruding into the cavity from the anterior in- 
ferior portion of the cyst. Most of these revealed a connective- 
tissue structure surrounding cavities filled with red blood-cells 
and containing extensive deposits of pigment. After a prolonged 
search, a portion of tissue somewhat lighter in color than those 
already examined was found, and this, on microscopic examina- 
tion, presented points of great interest (haematoxylin eosin). The 
structure in this case presents an appearance which would justify 
the diagnosis of sarcoma (Fig. 4). The tissue has been the 
seat of frequent hemorrhages; but where the structure is not 
obscured, it is composed of spindle and oval elements, vary- 
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ing in size, with deeply stained nuclei. ‘The cell bodies are not 
sharply defined one from the other. Running through the struc- 
ture are large, thin-walled blood-vessels. At the margins of the 
connective-tissue structure are found occasional giant cells. These 
are oval or spherical in shape, do not vary greatly in size, and 
have an average diameter of thirty microns. They contain from 
four or five to as many as twelve oval, deeply stained nuclei, 
which are usually arranged at a point midway between the centre 
and the periphery of the cells. The spindle and oval cells of the 
tissue structure along the margin contain frequent deposits of 
pigment. The characteristic appearance of the spindle and_ oval 
elements of the structure leave no doubt that we are here dealing 
with sarcoma. 


From an analysis of the microscopic findings, as well as 
the anatomical relations in this case, the conclusion may be 
justifiably reached that the tumor was originally a sarcoma 
developing at or near the site of the original fracture, probably 
in the medulla of the bone, indicated by the marked distention 
of the shaft of the femur and the presence of giant cells in 
the sarcomatous tissue. ‘The status of the structure at the time 
of the examination, especially the conditions found at the ends 
of the femur, where these become continuous with the wall of 
the cyst, indicates a considerable reparative progress on the 
part of tissues involved. It is highly probable that the entire 
cavity was at one time filled with sarcomatous tissue. This 
is represented by the mass protruding into the cavity from the 
lower inner aspect. The difficulty we experienced in detecting 
sarcoma indicates that the process was only active in a very 
small portion of this mass of tissue. In reality, we had con- 
tinued our search to a point where we had practically concluded 
that there was no sarcoma present, when we ultimately came 
upon a small area of sarcomatous structure which gave us a 
clue to the true nature of the process. It is fair to assume that 
the sarcomatous process in this case was practically subsiding, 
as in the case of Roughton already quoted. 

In the light of this experience it would seem wise to recon- 
sider the five original cases quoted by Richet and Volkmann 
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and the three cases subsequently published by Pillot and Anger, 
Wythe and Oehler. It has already been pointed out that the 
microscopic examination in two of the original five cases was 
wanting. In the three remaining cases it must be remembered 
that microscopic diagnosis was at the time of these publications 
on a much less accurate basis than at present. With regard 
to the three recent cases, a serious question will be raised as 
to the interpretation of the respective observers. In the light 
of our own case, we are inclined to believe that it is not im- 
possible that the inability to detect sarcoma in some of these 
cases 1s due to insufficient search in cases in which sarcoma 
is actually present; that in the other cases where sarcoma is 
not found after adequate investigation, it is not impossible 
that the tumor was originally of sarcomatous nature, and that 
the characteristic structure had disappeared. A factor which 
must be of importance in the development of these large cystic 
cavities is the frequency with which extensive haemorrhages 
occur in the substance of the tumor. The effect exerted upon 
the sarcomatous tissue by these extravasations of blood, espe- 
cially when the whole tumor is encased in a shell of bone, must 
so interfere with the nutrition of the cells as not only to impede 
their growth, but in many cases to lead to their complete dis- 
integration. This is well evidenced in the status found in the 
sarcomatous tissue in our own case (Fig. 4). With the dis 
integration and removal of the tissue, the cavities formed, 
being already in communication with the smaller blood-vessels, 
become filled with fluid blood. With the progress of develop- 
ment of these cavities in the tumor, larger arteries, when in 
the immediate neighborhood, are ultimately involved. It 1s 
to be noted that on the posterior aspect of the cavity, in our 
own case, were two large vessels completely isolated, but 
which were at the time of the operation intact. Pulsation was 
not present in this case, but it may be readily conceived that 
a rupture of either of these larger branches would have resulted 
in the development of this phenomenon. Communication 
with larger vessels in the cases in which pulsation and a bruit 
were present was probably established in a similar manner 
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Through the repeated recurrence of haemorrhage, the sarcoma- 
tous tissue can be reduced to a minimum, or, as in the case 
of Roughton, entirely disappear, and the affection terminated 
by a form of spontaneous cure. 

With the experience gained in our own case and after a 
review of the cases in the literature which constitute the claims 
of this affection to special consideration, we are inclined to 
the view that in all probability the greater portion, if not all, 
of the cases of bone aneurism were originally medullary sar- 
comata; and we would conclude with Gentilhomme that, while 
these tumors may present the characteristics of aneurisms, 
their etiology and the mechanism of their development have 
little in common with that affection. It is, therefore, desirable 
to decide whether the term “bone aneurism”™” should be con- 
tinued in the literature, or whether we should refer to these 
cases as pulsating sarcomatous hematoma of bone. 
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GUNSHOT WOUND OF THE LONGITUDINAL 
SINUS.’ 


RECOVERY WITH HEMIANOPSIA AFTER TREPHINING. 


BY B. FARQUHAR CURTIS, M.D., 
OF NEW YORK, 


Professor of Principles of Surgery, University and Bellevue Hospital Medical School ; 
Surgeon to St. Luke’s and Bellevue Hospitals. 


J. McC., forty-two years of age, born in the United States, 
hotel clerk, was admitted to Bellevue Hospital, June 2, 1902. He 
had been a periodic drinker and extreme smoker, but has always 
been well with the exception of an attack of rheumatism, lasting 
two weeks, about twelve years ago. He is a widower and denies 
venereal disease. 

About three o’clock on the afternoon of June 2, 1902, he was 
shot during a raid upon a pool-room, the person firing the shot 
standing behind and considerably below him at a distance of 
fifteen or twenty feet. The pistol used was of large caliber. The 
patient lost considerable blood, but the hemorrhage was controlled 
by pressure, and he was brought to the hospital in an ambulance. 

At eight o’clock, examination showed a wound in the median 
line on the back of the head penetrating the skull. Patient com- 
plained of severe headache, but was able to walk, and had no 
evidence of anesthesia or motor paralysis. He complained of 
dimness of vision, and the eyes were kindly examined for me by 
Dr. A. E. Davis, whose report states, ‘‘ There is complete blind- 
ness of the right half of the visual fields, which are cut off in the 
median line. Vision in the left half of fields is R. = “/2, L. =="/w; 
pupillary reactions are normal and Wernicke’s symptom is absent. 
There are no motor disturbances of the ocular muscles. The 
fundi are normal, there being only a slight congestion present.” 

Operation. Ether Anesthesia.—An incision was made in the 
median line over the occipital bone, and the skull exposed by 
elevating the periosteum on each side. The opening in the bone 
lay just below the external occipital protuberance, and was about 
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half an inch in diameter. Fragments of bone were lying just 
within the skull with portions of hair adherent to them, and there 
was a wound of the brain in the same line. After picking out 
several small bony fragments with forceps, the removal of one 
of the pieces was followed by profuse venous hemorrhage, the 
blood coming out in a stream nearly half an inch in diameter and 
rising to some distance from the skull, indicating a wound of the 
longitudinal sinus. Narrow strips of iodoform gauze were packed 
in the wound, but it required a considerable amount of gauze to 
control the hemorrhage, and even then the control was not com- 
plete. A trephine button of bone nearly an inch in diameter was 
removed on the left side and slightly above the gunshot opening 
in the skull, leaving a narrow bridge between, but such furious 
hazmorrhage again set in that fresh packing was inserted. Another 
opening was made in the median line below the gunshot wound, 
the chisel being employed instead of the trephine, and when the 
dura was reached, this opening was connected with the gunshot 
wound and with the other trephine opening by rapidly removing 
the intervening bone with the rongeur. It was then seen that 
there was a wound in the longitudinal sinus, and that it must be 
near the torcular Herophili. Nevertheless, an attempt was made 
to close the sinus by sutures passed deeply beneath it with a curved 
needle. These lessened the bleeding, but did not entirely arrest 
it. Narrow iodoform gauze strips were therefore inserted in the 
wound in the sinus, which was by that time a slit an inch in length, 
one end being thrust backward and one forward; more packing 
was placed in the wound and the soft parts drawn firmly together 
over the gauze by sutures. The patient was nearly exsanguinated, 
and 1500 cubic centimetres normal salt solution were thrown into 
a vein of the arm. The patient was sent to bed in fair condition 
and reacted well. The only wound in the dura was that made 
by the bullet perforating both walls of the sinus. The opening 
in the bone finally was one and one-half by two inches. 

June 3. Patient lay quiet and seemed unconscious, but was 
easily aroused. He complained of total blindness. Highest pulse, 
94, and temperature, 102° F. 

June 4. Patient brighter. Dr. Davis found him able to 
count fingers at ten feet, and with a perception of colors appar- 
ently normal, using, however, only the left half of the visual fields 
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(nasal right and temporal left eye). The pupils were a little 
sluggish to light. Highest pulse, 120; temperature, 101° F. 

June 5. Highest pulse, 84; temperature, 1o1.4° F.; leu- 
cocytes, 8200. He seemed quite rational, sleeping well, and need- 
ing no drugs. Previously he had complained much of headache, 
and needed morphine and bromides. 

June 6. The external dressings have been changed daily on 
account of free bloody oozing. ‘To-day two of the sutures were 
removed to lessen the pressure, without increase of the discharge. 
Highest pulse, 80, and temperature, 101° F. 

June 7. Highest pulse, 76, and temperature, 100.2° F. 
(After this date the temperature remained below 1oo° until the 
21st.) He had much pain and seemed dull and sleepy, and occa- 
sionally delirious. Dr. Davis found “ some indications of optic 
neuritis in the right eye, the retinal veins being swollen and _ tor- 
tuous, the outline of the disk being obliterated, and the nerve-head 
somewhat elevated. The fundus of the left eye was apparently 
normal, although the veins were somewhat distended.” 

June 11. Dr. Davis reports * 
beginning papillitis in left eye.” Some of the packing was re- 


‘distinct papillitis in right and 


moved from the wound without hemorrhage. 

June 14. Dr. Davis reports * papillitis well marked in right 
eye, and moderately so in the left. Some haemorrhages near the 
disk in the fundus of each eye, apparently due rather to transuda- 
tion than to rupture of the blood-vessels.” More of the packing 
was removed. The patient remains in the same apathetic or mildly 
delirious condition, having morphine occasionally for headache, 
but no bromide. 

June 15. Very restless. Morphine and bromides both neces 
sary. 

June 16. Nearly all the packing removed. Patient very 
restless, moaning, delirious, trying to get out of bed. He had to 
be coaxed to eat, but slept well, and required no morphine. His 
bowels have been moving daily with laxatives. 

June 17. All packing out of the wound, which has escaped 
infection. No hemorrhage. Patient quieter, but shows mental 
confusion. 

June 18. Skiagram taken showing bullet to have ranged 
directly forward and to be lodged about two inches from the 
occiput, a little to the right of the median line. | A later skiagram, 
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taken in January, 1903, showed that there was an error in this, 
and the bullet really lay to the left of the median line, where we 
would expect it to be, judging from the right-sided hemianopsia. | 

June 1g. Patient very delirious, talking all night and pulling 
off his dressings. Hyoscine given. 

June 20. Very delirious, refusing food and medicine. Pulse, 
go; temperature, 99.4° F. Consultation with Professor Edward 
D. Fisher. The choked disk and severe mental symptoms, with 
continuous temperature between 99° and 100°, were supposed to 
indicate beginning suppuration in the brain along the track of 
the bullet, and exploration was determined upon. Chloroform 
was given and anesthesia continued by ether. The opening in 
the bone was enlarged on the right side, the dura incised over the 
right hemisphere, and careful search made for the bullet with 
Fluhrer’s aluminium probe and with Girdner’s telephonic instru- 
ment, but without success. No evidence of infection or of damage 
to the brain was found. The wound was closed by suture, with 
rubber-tissue drainage from the dural cavity. 

June 21. Temperature, 100.4° F. Sleeps much, but com- 
plains of pain in the head. At times he is restless and tries to 
get out of bed. 

June 22. Patient is quieter and rational at times. Complains 
when the dressing is done. Temperature, 99.6° F. At night he 
was very troublesome, and slept only after hyoscyamine and mor- 
phine had been given. 

June 23. Very troublesome, restless, destructive, and noisy 
all night. 

June 24. Violent. 

June 25. Refuses food. 

June 26. Very noisy at night. Eats better, but pulls off 
dressing and picks at bed-clothes. 

June 27. Patient has not slept. Very troublesome. 

June 28. Slept fairly well. Quiet all day. 

June 29 to July 4. Patient has been brighter, quieter, and 
easier to manage. 

July 4 and 5. Very restless and troublesome, and had to be 
restrained. Temperature, 100° F. 

July 6. Quieter. He remained about the same until August 
5, when there was a marked improvement. The drain-sinus was 


entirely healed about August 1. 
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August 12. Although quieter, the patient has been com- 
pletely irrational until midnight to-day, when he suddenly re- 
gained his senses, recognized the house surgeon, and talked with 
him about an hour. He complained of his eyesight. 

August 13. Suddenly relapsed into his old state of irrational 
and restless behavior. 

August 14. Up in a chair. 

August 18. Patient again suddenly recovered his senses and 
recognized his friends. From that time on he retained conscious- 
ness, but remained very nervous for two or three months. 

August 30. Discharged from the hospital, cured. 

September 30. Dr. Davis reports “ patient carries head to 
right side most of the time, as he sees better that way, although 
he can turn head to left side and see better than when looking 
directly ahead. R. V.=“/s, L. V.=%/s. Not improved. No 
astigmatism. No paralysis of any kind. Pupil normal in size 
and reaction. Right side of each field is cut off vertically and 
about five degrees to the right side of the median plane in each. 
He can see dimly the motion of the hand in right side of fields 
of vision. Patient sees better by holding head slightly to right or 
left. No central scotoma. Perception of colors normal in the 
left half of fields.” 


The most important lesson to be learned from this case 
is the great danger of removing fragments of bone from a 
fracture over one of the cerebral sinuses. This danger is sel- 
dom mentioned, but has been pointed out by Wharton in his 
article in the ANNALS OF SURGERY, Xxxiv, 1901. But even 
he has not emphasized this fact as it deserves. Wharton col- 
lected seventy cases of wounds of the sinuses, and found the 
superior longitudinal involved in forty cases. In forty-five 
cases of fracture of the skull (including gunshot wounds) in 
which the sinuses were injured, as tabulated by Wharton, | 
find that in twelve cases no attempt was made to remove frag- 
ments or foreign bodies. In sixteen of the remaining thirty- 
three cases severe hemorrhage was produced by removal of 
the bony fragments or foreign bodies from the wound. In 
five other cases, although details are wanting, the fragments 
of bone lodged in the sinus apparently prevented the escape of 


GUNSHOT WOUND OF LONGITUDINAL SINUS. 853 


blood from that vessel. It appears, then, that in over one-half 
of the cases of such injuries the hemorrhage is controlled by 
fragments lodged in the sinus. The breach in the skull is sel- 
dom large enough to permit of easy access to the sinus, and 
there is danger of great loss of blood if the hemorrhage begins 
again and continues while the surgeon is enlarging the opening 
in the skull. There is also danger of serious damage to the 
brain when forcible packing is resorted to in order to control 
the hemorrhage from the sinus before the opening is enlarged 
sufficiently to allow of careful insertion of the packing material. 
The deduction is obvious that the fragments should not be dis- 
turbed until sufficient bone has been removed to give the sur- 
geon complete command of the bleeding point. 

A second practical lesson is the importance of marking 
every X-ray plate so that right and left cannot be confused. 
It is not enough to depend upon the usual rule to place the 
gelatine side of the plate next to the object to be photographed. 
The operator may fail to do this, or possibly the plate may 
be turned wrong in the envelope in which it comes from the 
factory. Metal letters or some similar object should be so 
placed as to be photographed upon the sides of the plate. 
Owing to the error made by the radiographer, an experienced 
professional, we failed to find the bullet in this case. (NotTE.— 
The skiagram taken June 18, and a second taken by another 
operator before the patient left the hospital, both indicated 
that the bullet was in the right side of the brain. After this 
paper had been read, I obtained a third skiagram, properly 
marked “ R” and “ L.” showing the bullet on the left. This 
finding necessitated partial revision of the paper, omitting some 
remarks upon the contradiction between the skiagraphic evi- 
dence and the physiological rule of crossed paralysis of vision. 
The third skiagram and the patient were shown at the meeting 
at the Surgical Society held February 25, 1903.) 

Fortunately, no harm seems to have come of this error, 
for the patient has recovered and remains well, the missile 
apparently having been harmlessly encapsulated. There can 
be no question as to the advisability of the exploration which 
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was made when the alarming mental symptoms, slight fever, 
and choked disk are taken into consideration. I still wish that 
I had succeeded in removing the ball, as it is possible that it 
may give rise to a dangerous condition in the future. 

Severe head symptoms continuing as long as in this case 
are not infrequent after serious damage to the brain, such as 
often accompanies extensive fracture of the skull, and_ re- 
covery from this condition is not unusual; but it is certainly 
uncommon to have the symptoms disappear so suddenly. The 
house surgeon, Dr. Love, states that the immediate return to 
a rational condition was startling. It is well not to be pessi- 
mistic in casting a prognosis in cases of this kind, for recovery 


may take place even in those which appear to be most hopeless 


THE ORBITAL ROUTE FOR REMOVAL OF THE 
SECOND BRANCH OF THE FIFTH NERVE 
AT THE FORAMEN ROTUNDUM. 


BY ANSEL G. COOK, M.D., 
OF HARTFORD, CONN.,, 


Surgeon to the Hartford Hospital. 


THe superior maxillary, or second division of the fifth 
nerve, leaves the cranium through the foramen rotundum. It 
then crosses the sphenomaxillary fossa, enters the orbit through 
the sphenomaxillary fissure, traverses the infra-orbital canal 
in the floor of the orbit, and appears upon the face at the infra- 
orbital foramen, where it divides into a number of branches, 
which spread out upon the side of the nose, the lower eyelid, 
and upper lip. 

Neuralgia caused by disease of this nerve or any of its 
branches can be cured, in many instances, by section of the 
nerve where it leaves the cranium at the foramen rotundum, 
and complete removal of the whole nerve peripheral to the 
foramen. 

\ simple, sate, and efficient method to effect this was 
originated by the late Dr. Melancthon Storrs, of Hartford, 
Conn., who cut the nerve on the outside of the foramen ro- 
tundum, removed a section of an inch and a half, and brought 
the distal end of the nerve into the mouth, between the alveo- 
lus and the upper lip, leaving the divided ends of the nerve 
some three inches apart, and the lower portion turned in a 
direction away from the upper. It is inconceivable that these 
divided ends could ever reunite. 

Dr. Storrs was a surgeon of more than local reputation, 
whose skill and judgment were respected throughout the State 
of Connecticut. His exact technique in performing this opera- 
tion is not well understood. His idea was always the same, 
but his method of operating different in different cases. He 
perfected his methods and his special instruments as he gained 
greater experience. 
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The operation which I am about to describe may be relied 
upon as the perfected Storrs’s operation. 

I had the honor of assisting Dr. Storrs three times at oper 
ations on living subjects, and spent considerable time with him 
in devising and remodelling instruments, in experiments on the 
cadaver, and, finally, at his request, I did the operation on 
a cadaver, under his eye, that he might satisfy himself that 
I thoroughly understood it, and that the knowledge of his 
method would not die with him. 

Dr. Storrs operated on some ten or twelve patients, none 
of whom died, directly or indirectly, as the result of the oper- 
ation. One woman lost the sight of an eye, but I have been 
told by her oculist that this was not owing to the operation, 
and that the pain did not return. 

Two patients whom I knew personally remained cured 
for over ten years. One has since died, and the other has 
had no return of the pain. I have heard that three or four 
of the patients had some recurrence of pain after two or three 
years, but to what extent it is impossible to say accurately. 
I have investigated the case of one patient who was said to 
have relapsed, and found that he had suffered severe pain in 
other nerves, but not in the second division of the fifth nerve, 
which Dr. Storrs removed. 

A well-known case was that of the late Roland Mather, 
of Hartford. Mr. Mather was seventy-six years old, had suf- 
fered severely for fourteen years, and had consulted many 
physicians at home and abroad. It is safe to say he had tried 
everything but an operation. 

Dr. Storrs operated on Mr. Mather in November, 1886. 
The cure was complete. Mr. Mather died in May, 1897. 

In the three years which have elapsed since Dr. Storrs’s 
death, I have had but one opportunity to perform the opera- 
tion, which I did successfully at the Hartford Hospital in De- 
cember, 1902. The patient was a woman of sixty, who had 
suffered for one year, the last four months of which she was 
in constant agony. The operation gave her immediate and 
absolute relief, which has continued up to the present time. 
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A description of the operation is as follows: 

Technique of the Operation.—Place the patient half re- 
clining in a rocking-chair, wedged with sand-bags. ‘The op- 
erator seats himself on a stool facing the patient, on the side 
of the eye on which he intends to operate. One assistant is 
necessary to give the anesthetic, and a second to hold the 
retractor. 

The lower edge of the orbit can be easily felt through the 
skin. Make a clean incision along this edge, from the inner 
to the outer angle of the orbit, through the tissues, including 
the periosteum, down to the bone. Then with a blunt instru- 
ment carefully elevate the periosteum from the floor of the 
orbit, going well back and exposing the sphenomaxillary fis- 
sure. Lift the eyeball out of the way with a spoon-shaped 
retractor inserted under the periosteum. Usually a bluish spot 
will appear, showing the situation of the infra-orbital nerve, 
covered by a thin plate of bone, in its canal in the floor of the 
orbit. Should, however, there be any difficulty in locating the 
nerve, it can easily be done by passing a probe into the infra- 
orbital foramen and up into the orbit. Having located the 
nerve, with a chisel or any suitable instrument crush the thin 
plate of bone covering it. The nerve can then be easily hooked 
up and brought to view. The infra-orbital artery is usually 
torn at this time, and bleeds for a few moments; but it is of 
no importance, and will soon take care of itself. 

Having hooked up the nerve, ligate it securely with a 
piece of silk passed around it with an aneurism needle. Then 
cut the nerve, leaving the ligature fastened to the proximal end 
of the cut nerve. We now have the nerve under perfect con- 
trol. By making a slight traction on the ligature, we can 
bring the nerve into view, and by following it on can readily 
crush down the thin wall of the canal, removing the bone 
fragments with suitable forceps. When the nerve enters the 
sphenomaxillary fissure, it passes out of the bony canal, and 
is only surrounded by soft structures, which can easily be 
hooked or wiped away. 

Should the sphenomaxillary fissure be narrow, and not 
readily admit the introduction of instruments, it can easily 
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be widened by inserting a suitable blunt instrument, and by 
wedging or widening the walls. It is remembered that the 
upper wall of this fissure is the strong wing of the sphenoid 
bone, and that the lower angle is the thin wall of the antrum. 
If either bone should break in these manipulations, it would 
be the wall of the antrum which would be crushed down and 
out of the way, and would cause no trouble. 

Having the nerve thus free to the foramen rotundum, 
next slip the ends of the silk ligature through a loop of wire, 
held with a small snare. (The Jarvis snare of the rhinolo- 
gists.) The loop of wire in the snare is passed down the nerve 
to the foramen rotundum, just as a tunnel sound is passed over 
a filiform bougie. When the loop of wire reaches the foramen 
rotundum, it is closed, and the nerve is cut and removed. 

To return now to the distal end of the nerve. Separate 
the integument from the bone down to the infra-orbital fora- 
men, gather up with a hook the mesh of nerves going to the 
cheek, and drag the divided nerve through the foramen. 
Storrs then put the nerve into the loop of a threaded needle 
and carried it down into the mouth, leaving the end which 
had been in the infra-orbital canal suspended between the al- 
veolus and the upper lip; this end he cut off even with the 
mucous membrane. This was for the purpose of preventing 
any possible restoration of any communication between the 
peripheral branches of the nerve and the stump left at the 
foramen rotundum. 

To complete the operation, place a small gutta-percha tis- 
sue drain in the track of the nerve, extending from near the 
foramen rotundum to the surface. Suture the skin wound. 
The drain should be removed at the end of twenty-four hours. 

In behalf of this operation, | would say that it 1s very 
sate, simple, and can be pertormed on elderly and feeble peo- 
ple with but little shock. The relief is immediate in all cases, 
and a permanent cure is effected in many. ‘The scar is insig- 
nificant, and the patient is not confined to his bed for more 
than a week. 

Its exact value can only be determined when more patients 
have been operated on and the results more carefully noted. 


I. TUBAGE OF THE PHARYNX FOR FACILITATING 
THE ADMINISTRATION OF ANASTHETICS 
AND PREVENTING THE INHALATION OF 
BLOOD IN CERTAIN OPERATIONS ON THE 
MOUTH AND FACE. II. A HOT-WATER BED 
FOR THE OPERATING TABLE. 


BY GEORGE W. CRILE, M.D., 


OF CLEVELAND, OHIO 


I. IN operations within the mouth, on the jaws, and on the 
nose, two distinct difficulties are encountered,—the prevention 
of the inhalation of blood, and an even administration of the 
anesthetic. without encroaching upon the field of operation. 
For about a year the following method intended to obviate 
both difficulties has been employed: 

1. The patient is reduced to full surgical anesthesia. 

2. The pharynx is cocainized. 

3. Two drain-tubes as large as possible are passed through 
the nares to the level of the epiglottis; the tubes are then 
severed at an equal distance from the nose. 

4. The mouth is well opened and the tongue drawn out. 

5. The entire pharynx is then packed with rather large 
pieces of gauze. 

6. If thoroughly done, the base of the tongue is carried 
well forward, and an air-chamber with which the rubber tubes 
and the larynx communicate is thereby formed. 

The anesthetic is administered entirely away from the 
field of operation. The patient may be placed in the position 
most advantageous for the operative technique regardless of 
the blood. In operations upon the tongue, the pressure against 
the base is sufficient to control most of the hamorrhage until 
the lingual arteries are severed. In cleft-palate operations, 
not only is there no spraying of blood and mucus, but the field 


of operation is kept much cleaner. The mucus that usually 
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forms in the throat is absorbed by the gauze. The anesthetic 
may be as evenly administered as in operations upon other 
parts of the body. A funnel may be attached for still further 
facilitating the administration of the anesthetic. 


II. The meagre protection of patients against damp and 
cold during operations constitutes a weak point in the manage- 
ment of surgical operations, particularly in the winter and 
spring time. In my own service I have encountered a num- 
ber of cases of pleurisy, bronchitis, and a few cases of pneu- 
monia following operations. The greater portion of these 


Hot-water mattress for operating table 


could be attributed to the operation only so far as the patient 
was subjected to exposure to cold and damp. 

Aside from these sequelz having more or less risk to life, 
a great many patients have complained of pain and stiffness 
in the muscles of their backs following operations. 

In conjunction with the Goodrich Rubber Company such a 
water-bed was devised. This bed is made of the best quality 
of rubber, in many compartments, so as to fit the top of the 
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table and permeate all the various points without interference. 
The tubing attached to the hot-water bed is so arranged that 
it may be attached to the hot-water tap, and a flow of hot water 
directed through it and drained from the other end. 

A number of useful suggestions were made by my oper- 
ating-room nurse, Miss Pringle. It was found best on the 
morning of operations to allow hot water to circulate freely 
through the rubber bed for half an hour or more, thereby 
warming the entire top of the table. It was not found neces- 
sary to have a continuous flow of hot water during operations, 
since a previous warming and a generous filling of hot water 
prior to the operation were sufficient to keep up a good tem- 
perature for several hours. 

This bed has been in use in Lakeside Hospital during the 
past year. It is certain that during that time patients were 
less chilled, and the postoperative sequel alluded to above 


were apparently considerably lessened. 
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THE DROWNING OF PATIENTS IN FAECAL 
VOMIT DURING OPERATIONS FOR IN- 
TESTINAL OBSTRUCTION AND 
SEPTIC PERITONITIS.' 


BY E. WYLLYS ANDREWS, M.D., 


OF CHICAGO, 


A PATIENT may be killed by drowning in fecal vomit 
while unconscious on the operating table or semiconscious after 
anesthesia. The utter collapse which follows ileus of any ori- 
gin favors this accident of flooding the air-passages, so that 
it probably occurs rather often. T do not wish to invoke this 
as a sole cause of sudden death or to ignore such other causes 
as toxzemia, myocarditis, embolism, or pulmonary eedema, but 
will describe two plain cases of death by suffocation which I 
have seen myself. 


Case I.—A young man, aged eighteen years, patient of Dr. 
McGaughey, was operated upon at Mercy Hospital for acute sup- 
purative appendicitis. The general peritoneum was infected, and 
a large amount of pus was removed, after which the cavity was 
irrigated and a Mikulicz gauze drain inserted. This patient was 
returned to his room in fair condition. About fifty or sixty min- 
utes after the operation I visited his room, where he had been 
attended constantly by a nurse. His consciousness had returned, 
and nothing unusual had occurred until, a moment before | 
chanced to reach his bed, he choked a little and ceased breathing. 
He was cyanotic and gasping as [ entered, but did not vomit or 
retch. The pulse was full. Separating the teeth and drawing 
the tongue forward, I found his nose and mouth full of fluid 
fecal vomit. None had escaped, and there was no cough. | 
lowered the patient’s head by hanging his shoulders over the side 
of the bed, when large volumes of brownish fluid ran in streams 
from his mouth and both nostrils. When this ceased running, 
his body was rolled, and then still more elevated and artificial 
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respiration kept up. The pulse soon ran down, and he died with- 
out ever breathing naturally again, or seeming to get any oxy- 
genation from the forced breathing. He was practically dead 
when I saw him, although the heart beat a moment longer. Such 
a death might have been thought due to the anzsthetic had it 
occurred on the table. Of course, it is possible to assume that it 
was a cardiac case or a pulmonary embolism, and the flooding 
only an incident, but I believe it to be one of drowning, for 
reasons stated below. 

Case Il.—An infant patient of Dr. McCleary had complete 
mechanical obstruction, for which | was called to operate, my 
diagnosis being intussusception of the ileoczecal valve. While 
making preparations for this operation about twelve hours after 
the obstruction began, slight cyanosis and choking were noticed 
in connection with fecal vomiting, which was rather constant. 
About sixty seconds after the patient was laid upon the table, and 
almost with the first breath of ether inhaled, the patient ceased 
breathing and became suddenly cyanotic. The pulse disappeared, 
and, when the body was inverted, immense quantities of brownish 
uid ran from the nose and mouth. Artificial respiration failed to 
restore this patient. An autopsy was then made, and an easily 
reducible invagination found at the valve. 


Dr. L. A. MeArthur allows me to quote two instances of 
drowning by vomit in his service at Michael Reese Hospital. 
One of these occurred at the beginning of anzsthesia, and 
the other just at the moment of making the abdominal in- 
cision. Both died quickly, with sudden failure of respiration 
and an immense outpouring of faecal fluid from the nose and 
mouth, so that the operator was convinced that they were 
cases of suffocation or drowning. Dr. A. D. Bevan has kindly 
furnished me with another instance of this accident. This 
death occurred during an operation for gastro-enterostomy 
under chloroform anzsthesia, the patient dying on the table 
with the air-passages flooded with brownish fluid, which he 
apparently had lost the power of expelling. 

I am also indebted to Dr. William E. Morgan for three 
typical cases seen by him. One, a corpulent man, during opera- 


tion for intestinal obstruction, suddenly regurgitated a fluid 
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of brownish color, which was drawn into his trachea, causing 
quick suffocation. I chanced to be present and saw this death. 
A second case was one of gastric carcinoma operated upon 
by Drs. Fenger and Morgan which died on the table by this 
same outpouring and drowning accident. The stomach had 
not been washed out. <A third case of Dr. Morgan’s, while 
being operated upon in a suburban town for bowel obstruc- 
tion, had, to quote his language, ‘a fecal explosion,” stran- 
gled, and died on the table with the lungs full of the fluid 
vomit. 

I am now, therefore, more than ever confirmed in the be- 
lief that this accident of drowning is an ever-present danger 
in septic laparotomies. The mechanism of this accident seems 
to me to be as follows: We will assume that the careful sur- 
geon has washed out the stomach in these cases, yet starting 
with an empty stomach does not insure its remaining empty. 
Nothing has impressed me more than the enormous collections 
of fluid in large and small bowel obstructions which accumu- 
late in the intestine. I have observed this particularly in open- 
ing the abdomen in late cases of obstruction. Although every- 
thing taken by the mouth is vomited, still, in these cases, fluid 
accumulation goes on, so that the paralyzed and distended 
bowel contains much more liquid than gas. In a few cases 
where I drained the bowel by artificial anus or to facilitate 
handling, I have been amazed at the quantity poured out. 
Sudden access to the stomach from this great receptacle takes 
place, in my opinion, when the tonus of the pylorus and cardia 
is relaxed by extreme depression. Probably ether and chloro- 
form toxemia added to septic toxemia abolish some reflexes 
ordinarily present, so that throat irritability 1s also lost, and 
no spasmodic expulsion occurs when the trachea and bronchi 
are flooded. Assuming this throat paralysis as probable, the 
ease with which a narcotized patient can be drowned in fluid 
vomit is appalling to consider. 

The toxicity of this matter is so intense that even in the 
throat some absorption may take place, but, unless this poison- 
ous influence is exerted locally, there is scarcely time for any 
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effect from it. The viscidity of the fluid, however, adds to its 
deadly, choking influence when it is forced into the smaller 
bronchi. There is scarcely any chance that such sticky, turbid 
matter can be expelled or drained out from the lung as pure 
water is known to do with changes of posture. 

Conclusions.—1. Flooding of the air-passages by fzecal 
vomit is a real danger, and probably has caused many unex- 
plained deaths. 2. Resuscitation is impossible or very diffi- 
cult. 3. The fluid may flow by gravity through the relaxed 
stomach sphincters directly out of the intestine where it has 
accumulated in enormous quantities. 4. The accident occurs 
with great suddenness and with a stomach supposedly empty. 
The suffocation may be so complete that no outcry is made 
and may not be noticed by the attendant. 5. It may occur as 
late as an hour after anzsthesia, or at any time until conscious- 
ness is restored. 6. We have no evidence that it can occur 
during consciousness even in extremis. 7. After septic lapa- 
rotomy, patients, when returned to bed, should be watched 
without even momentary intervals to full consciousness. 8. 
A suggestion made to me by Dr. McArthur, that as many as 
possible of such cases be operated under cocaine anesthesia, 
seems to me sound in the light of the above report. 
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SPLENIC INFECTIONS.' 


WITH REPORTS OF TWO CASES RECOVERING AFTER OPERATION, 


BY ALBERT L. STAVELY, M.D., 
OF WASHINGTON, D.C., 


Gynecologist to Garfield Hospital. 


An infection of the spleen may be directly traceable to the 
introduction of septic material from without the body, where 
the thoracic or abdominal wall is injured coincidentally with 
the spleen. 

After a local injury, where the skin remains intact and the 
spleen is contused or lacerated and the patient does not suc- 
cumb to hemorrhage, the intestinal bacteria may migrate and 
cause infection. 

Sirleo reports the case of a man who sustained a contusion 
of the left side, followed by pain. Some time later the patient 
developed symptoms of obstruction and died. There was a 
septic peritonitis and an enlarged spleen which was adherent 
by its lower pole to the angle of the colon. In the interior of 
the spleen was an abscess cavity which had opened through 
the peritoneum into the intestine. 

Bardenheuer speaks of a suppurating hematoma which 
contained a floating spleen. 

Xarewsky had a patient, a girl of thirteen, who, some time 
after being thrown violently against a wagon, developed pains 
in the abdomen and fever. Tumefaction became apparent over 
the region of the spleen, and an incision was made, with the 
escape of a large amount of fcetid pus. The spleen was found 
completely separated from its capsule and removed. 

Lampe and Goffe refer to similar cases. A gastric ulcer 
by contracting adhesions may infect the spleen, and inflamma- 
tions of any other of the surrounding organs or tissues may by 
contiguity cause the same result. 
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In fatal cases of infection, hemorrhages into the splenic 
pulp are common. 

An abscess may result from an imported infection through 
the septic embolus, from tuberculosis, from twisting of the 
pedicle, from extension of infection from a perinephric ab- 
scess, a pyothorax or pulmonary abscess, gastric ulcer, from 
the exterior through an open wound or from laceration with- 
out external injury, from adhesions to intestines, and from 
involvement with pyogenic organisms of necrotic areas, such 
as we find in typhoid fever. It is rare in malarial fever. 

Chondhoory in 30,000 cases saw only three with splenic 
abscesses. 

Among the very rare causes is appendicitis. Three refer- 
ences are found. 

Routier, a month after an operation for general peritonitis 
of appendicular origin, opened a splenic abscess. 

Hagen incised a large peri-appendicular abscess without 
relief of the general condition; a month later the patient de- 
veloped pain in the left flank, and intermittent fever, due to 
the formation of an abscess of the spleen. 

Roffe had a young boy with contusion of the spleen, with 
recovery. Six weeks later he operated for appendicitis and 
peritonitis. At the autopsy, which occurred shortly afterwards, 
he found an abscess in the spleen. 

In the last case, appendicitis, as the direct cause, is a little 
in doubt, as there was a preliminary injury to the spleen. 

A very unique cause is circumcision done for phimosis. 
Shortly after operation the patient had febrile symptoms and 
diarrhoea and, later, pain and swelling in the region of the 
spleen. 

An abscess may be multiple or single. The imultiple ab- 
scesses are the result of infected emboli and are generally 
situated near the surface. They may by coalescence form a 


very large abscess, and when this occurs it is generally found 
in the upper half of the organ. An abscess developing from 
some purely local infection is usually single, and may reach 
a greater development than is found in the embolic form. 
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There is another kind where the whole spleen, from the inten- 
sity of the infection, is converted into a mushy mass of blood 
pus and degenerated tissue. 

The pus from a spleen is usually dirty red or chocolate 
colored and contains shreds of disorganized splenic tissue. 
This is found especially where the spleen is converted into a 
purulent softened mass. 

On the other hand, it may be like ordinary pus. One oper- 
ator described it as a bluish-yellow fluid. 

The constitutional symptoms of splenic abscess are in no 
way different from those of other abscesses. There may be 
some confusion from the complicating symptoms of the general 
disease, of which the abscess may only be a local manifestation. 
The local indications—swelling, fluctuation, tenderness, red- 
ness, a peritoneal friction sound—may be present in part or 
whole. The pain, which is not always constant, may be severe, 
sharp, and radiating, or dull and rather diffused. The existence 
of pain indicates some peritoneal involvement, though simple 
distention of the peritoneum in a large abscess is considered 
a possible cause in the absence of adhesions. 

In general peritonitis—pyogenic or tubercular—the peri- 
toneal investment of the spleen is involved. 

An inflammation of the splenic peritoneum or perisple- 
nitis is due also to local conditions, among which are intes- 
tinal and gastric ulcers, empyema of the pleura, infarcts, ab- 
scesses, acute splenitis, torsion of the pedicle, and tumors. 
The peritoneum is dull and congested, and oftentimes covered 
with patches of lymph more or less organized. Adhesions to 
surrounding structures are usually present. 

In suppurative perisplenitis the spleen is encapsulated by 
the peritoneum of the parts adjoining and bathed or floating 
in a purulent exudate. This is observed in tubercular dis- 
eases. When the perisplenitis has existed for a long time the 
capsule becomes much thickened. 

Perisplenitis not involving the whole surface may exist 
without involvement of the splenic tissue, as in the case of 
Sutton, where an abscess, due to perforation of the colon, 
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formed, in which the spleen constituted part of the abscess 
wall. 

The outlook in an undisturbed splenic abscess is bad. 
Rarely it undergoes inspissation and calcification. Exception- 
ally it burrows its way along the line of least resistance, and 
ruptures into the peritoneal cavity, causing fatal peritonitis, 
or, what is more common, it discharges into the bowel, stom- 
ach, lung, or kidney, and forces its way out through one of 
the avenues furnished by those structures. 

A case of spontaneous rupture externally has been re- 
ported. The treatment is incision and drainage or splenec- 
tomy. 

The treatment is ordinarily successful where the spleen has 
contracted adhesions to the parietal peritoneum. Of thirteen 
cases so treated nine died. Where the abscess was situated high 
up, Lauenstein in one case resected the ninth rib and opened 
the abscess with a cautery. Splenectomy has been quite suc- 
cessful, too. Nine removals are recorded, three for suppura- 
tive perisplenitis, and two died, or 22 per cent. The three 
perisplenitis cases recovered. With most of the others there 
were complicating adhesions. 

Some of the reports are interesting. Stewart (Southern 
California Practitioner, 1898) removed a large adherent spleen 
full of embolic abscesses. The patient died. 

IE. Collin cites a case where an abscess involving the entire 
spleen ruptured into the pleura. 

W. C. Howe (Medical News, Philadelphia, 1893, 1xiii, 
405) had a patient, a man aged twenty-one years, well-digger, 
who had severe pain in the left hypochondriac region, with 
marked bulging over splenic area and a temperature of 102° 
F. After two months of various treatments, including cold, 
poultices, and quinine, the abscess was incised and two quarts 
of shreddy pus set free. About two weeks later he had a 
copious purulent movement, and a week later coughed up large 
quantities of pus. He finally recovered. 

Hagen reported a case of abscess where the remaining 
splenic wall was so riddled with small abscesses that he cu- 
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retted it away, leaving only a small stump of tissue at the 
hilum. There was almost no bleeding. 

Reginald Harrison described a man, aged thirty years, 
who some time after a severe fall developed shooting pains 
and swelling of legs, temperature of 100° F., and dulness 
over base of lung on left side; in region of spleen there was 
an increased area of dulness with pain and tenderness. The 
urine was normal. Finally, a decided swelling was noted, 
and increase of temperature to 102'%° F., leucocytosis, and 
fluctuation. He began to pass pus in urine. After three aspi- 
rations, and a final incision and drainage and removal each 
time of a large quantity of pus, the man recovered. 

A case which I wish to report in this connection was 
referred to me by Dr. Charles Collins. I have reason to be- 
lieve the diagnosis was splenic abscess with perforation of 
the kidney and discharge of pus ** per urethram.”’ 

The history is as follows: 


Mrs. W., white, aged thirty-three years, married, has been 
living in Washington. 

Family History.—Father died at age of fifty-six of Bright’s 
disease; mother asthmatic, otherwise in good health; three sis- 
ters living and well. History of tuberculosis on mother’s side, two 
aunts dying of the disease. 

Previous History.—Had measles and whooping-cough. Men- 
struation began at thirteen, regular, and in every respect normal ; 
for three years had leucorrhcea; has had two children, one born 
in 1899, living and healthy; never has had any abortions; in 
1899 had frequent micturition with burning, which lasted about 
three weeks. Since then up to the present attack the urine has 
been to all appearances normal. 

Present Illness.—About Christmas, 1901, began feeling weak 
and suffering with pain and cramps in epigastric region, and 
later in the small of the back. From this time to July 6 had pain 
also in the left lumbar region. She contracted, as she said, “a 
heavy cold on her lung,” with little cough and expectoration, but 
had very severe pain in region of left kidney, and was compelled 
to go to bed. On July 10, 1902, she emptied the bladder three 
different times, and each time the contents presented the charac- 
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teristics of nearly pure pus. Two days later she noticed more 
pus. The patient grew weaker and more anemic, and the pain 
in the side changed to a soreness. Did not menstruate in January, 
and since then it has been scanty or absent. Appetite very poor, 
bowels regular. Slight hacking cough, with some greenish or 
whitish expectoration. 

Examination.—A very anemic woman, fairly well nour- 
ished, abdomen rather full, most prominent part to left of navel 
in the hypochondriac region. Here there was a decided resist- 
ance, marked pain, and soreness; this extending around into the 
flank; resonance along lower part of thorax in the epigastrium, 
dulness laterally and behind. Bimanually an indistinct, rather 
firm mass can be felt. Cervix uteri was dilated to exclude the 
possibility of a purulent discharge coming from the uterus. Her 
temperature before the operation ranged between 100° and 102.5° 
F. After the operation it still persisted, but seldom exceeded 
101°. Her pulse before the operation ranged between 110 and 
135; afterwards it continued rapid, only once or twice going 
down to 100. For a short time her condition was precarious. The 
urine and pus showed no tubercle bacilli after several examina- 
tions. The urine before the operation was yellow, alkaline, cloudy, 
and with specific gravity of 1017, containing epithelium and 
numerous leucocytes. For the three days following the operation 
it contained fine and coarse granular and hyaline casts in varying 
degree. After that they disappeared entirely. There was also an 
increase of the amount of albumen. 

The last analysis, made eighteen days afterwards, still showed 
a few leucocytes. A blood count made before the operation gave 
3,543,000 red blood-corpuscles and 38,200 white blood-corpuscles. 
Hemoglobin, 46 per cent. There were no malarial parasites. Her 
condition at the time of operation was very bad, and no attempt 
was made to catheterize the ureters. An operation was performed 
July 23, 1902. <A preliminary median exploratory incision was 
made. <A large adherent mass was felt in the left hypochondriac 
region. The right kidney was movable and was situated below 
the level of the navel. It was regular in shape and smooth, but a 
little large. Two or three enlarged glands could be felt under the 
liver near the common duct. They were deeply located and would 
not admit of easy removal. The incision was closed. The patient 
turned on her right side, and a lumbar opening on the left side 
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was made extending from the ribs downward about three inches. 
An abscess sac was entered, from which discharged over a pint 
of yellowish, slightly odorous pus containing some shreddy mate- 
rial. The cavity extended between four and five inches above the 
thoracic margin. Below, a somewhat irregular prominent mass 
of tissue could be felt, which suggested the upper pole of the 
kidney. No sinus could be found. The cavity was irrigated with 
salt solution and closed, leaving a large drainage tube in place for 
future discharges or irrigation. As much as possible was accom- 
plished considering her weak condition, and no attempt was made 
to explore the kidney. About a month after leaving the hospital 
she showed some decided improvement. She had slight daily 
rises in temperature and was still weak and anemic. Seen four 
months later, the improvement was marked. The temperature 
ranged within a degree of normal, the pulse was slower, and she 
had been out several times. There was an increase of thirteen 
pounds in weight, and the only unsatisfactory condition was the 
existence of a small sinus from which discharged a little pus, 
enough to require the use of a dressing. 


The following case possesses much interest on account of 
several unique features. The diagnosis is a complicated one, 
consisting of displacement of the spleen, malarial hypertrophy, 
hemorrhage, suppurative perisplenitis,—infective splenitis,— 
thrombosis of splenic vessels, and infarction. 

The history is as follows: 


Mrs. W., admitted to Garfield Memorial Hospital, July 30, 
1900, aged thirty-two years, white, domestic, was born in New 
York, and came to Washington at the age of five years, and has 
resided here ever since. Has had measles and whooping-cough. 
At the age of sixteen she had a severe and prolonged attack of 
malarial fever of the tertian type. Since the first attack, which 
lasted three months, she has had a series of mild recurrences. At 
the age of twenty-five she had rheumatism, which continued for 
six months. She has always suffered from indigestion, but par- 
ticularly during the last year, when she noticed pain and a feeling 
of weight in the epigastric and left hypochondriac regions after 
eating. This lasted for about an hour and a half and was at- 
tended with acid eructations, and often with a sense of suffocation 
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and palpitation. Menstruation began at sixteen. The periods 
have been regular, lasting from four to seven days, rather profuse, 
and unattended with pain. She has had four children, the oldest 
twelve, the youngest two years. All her labors were normal. 
After the birth of the third child, eight years previously, her 
physician called her attention to a tumor which was located on 
the right side of the abdomen about on a level with the crest of 
the ilium. The growth was hard, about the size of a base-ball, 
and seemed larger when she was lying down, and possessed some 
mobility. She observed no especial change in its size until a year 
ago, when it underwent a gradual augmentation, and during the 
last month had become very large. The tumor has always been 
tender under pressure, and wearing of corsets or tight clothing 
was impossible. During the last year she had felt sharp shooting 
pains through it at intervals. Coupled with these was a severe 
burning sensation in the upper part of her back. Four years ago 
she had severe paroxysms of hypogastric pain, lasting from ten 
to fifteen minutes, during which she had to bend sharply forward. 
She has grown weaker and lost flesh for several years, but this 
has been especially marked during the last one. About two weeks 
before admission, June 15, 1900, she was attacked with violent. 
pains in the region of the tumor, which lasted a week. Three 
days before admission to Garfield Memorial Hospital there was 
a recurrence of the pain, which became most intense, and subse- 
quently tenderness developed through the entire abdomen. Her 
appetite had failed, and for a few days she was unable to retain 
nourishment, vomiting shortly after attempting to eat. Now she 
is able to retain food, but has gastric discomfort and acid eructa- 
tions, an unpleasant taste and offensive breath. The bowels are 
constipated. There is inability to pass water, and when the at- 
tempt is made she had severe tenesmus. Resort to the catheter 
is necessary. She has no chest pains nor cough, but there is an 
excessive dyspncea and palpitation on slight exertion. She worries 
easily, is of nervous temperament, has occipital headaches, and 
sleeps poorly. The temperature on admission at 3 P.M. was 
100°/s° F, 

Physical Examination.—She is emaciated, has a sallow com- 
plexion, and is very anemic. On inspection of abdomen there is 
a marked projection of the right half. On palpation, the firm, 
smooth, slightly convex surface of an abdominal growth can be 
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felt, extending from the ribs into the pelvis. Laterally, it reaches 
well into the flank and over to the linea alba. There is no fluctua- 
tion, and pressure in front imparts an impulse to the hand held 
behind. The area of normal splenic dulness is absent. Heart, 
lungs, and liver seem normal. 

Per vaginam; the outlet is relaxed, the cervix high and 
small, and the uterus is pushed backward. On the left vaginal 
fornix the examining finger meets a firm resistance, and by carry- 
ing it further to the left, it encounters a sharply defined edge. 
A diagnosis of the hypertrophied septic malarial spleen was made 
and splenectomy decided upon. Through the kindness of Dr. 
Van Rensselaer I assumed charge of this case, and with his assist- 
ance the operation was performed August 6, 1900. 

Operation, August 6, 1900.—Upon palpating the abdomen 
after etherization, a decided change in the physical characteristics 
was observed. The hard, smooth mass was replaced by a fluc- 
tuating one, and only after firm pressure could the original tumor 
be felt beneath the fluid layer. It was evident there had been a 
rapid accumulation of some kind of fluid. A median incision 
about six inches long was made through these adhesive walls. 
The omentum was adhering to the anterior wall, but the adhesions 
were light. Upon stripping the omentum free from the bladder 
to which it adhered, there was a copious discharge of dirty choco- 
late-colored fluid, the whole amounting to about a quart. After 
the removal of this fluid the correct condition was observed. 
There was a large sac lined with yellowish plastic material and 
containing a very large softened, dark, and degenerated spleen. 
A few adhesions between the spleen and sac on one side were 
freed and the hand passed around to get an idea of the size. It 
extended from the pelvis to the diaphragm, occupying most of 
the right side of the abdominal cavity. The spleen shelved out 
so as to make it impossible to expose its pedicle, which was short. 
The attachment was to the right side of the spinal column. A 
number of short vessels, within a space of six inches, could be 
felt, constituting the pedicle. The method adopted was to pass 
a ligature on a carrier and make a deep tie, then to clamp the 
vessel on the spleen side and cut between. The first step was 
accomplished without hemorrhage, and the next vessel was 
treated in the same way. After cutting these the spleen could be 
raised so as to expose the rest of the pedicle. There was no 
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bleeding. The remaining vessels, five or six in number, were 
ligated under direct inspection, and the spleen removed without 
further difficulty. An examination showed a complete thrombosis 
of the splenic vessels, and there was not a drop of fresh blood 
lost during the removal of the organ. After a thorough cleansing 
of the sac, a portion of the thickened omentum was removed and 
the edge stitched to the parietal peritoneum so as to shut off the 
perisplenitic sac from the intestines on the right. A drain was 
established through part of the wound in front and a counter 
opening for drainage was made in the side. The spleen after 
removal weighed 944 grammes, or about thirty ounces. 

The sudden access of fluid noticed before the operation was 
undoubtedly due to an escape from the spleen of old blood due to 
an injury inflicted during some manipulation. 

This mixing with a small quantity of purulent fluid already 
present accounted for the changed condition. The loss of blood, 
too, easily accounts for the decrease in size of the organ. There 
were no complications apart from a little pain and vomiting during 
the first twenty-four hours after the operation. Her maximum 
pulse-rate was 130. The highest temperature before the operation 
was 102°/,° F.; the highest after, 102° F. It reached nearly nor- 
mal in ten days, and fluctuated a little after that for about six 
weeks on account of some continued suppuration of the sac. After 
the operation, no hope was entertained of her recovery on account 
of the evident septic condition of the thrombi; but she recovered. 
Seen a year later, the improvement was so marked it was difficult 
to recognize her as the same woman. 

A careful blood count was made before and after the opera- 
tion. The effects of removing a functionating spleen are to in- 
crease the number of white blood-corpuscles and decrease the 
hemoglobin and red blood-corpuscles for a time. After a varying 
period, the normal proportions are re-established, everything else 
being favorable. 

In our case the following counts were made: 


July 31. Red blood-corpuscles ..... 3,584,000 | __ 
White blood-corpuscles ... 20,000 {| / 
Hemoglobin, 83 per cent. 

August 2. White blood-corpuscles ... 23,550 


August 3. White blood-corpuscles ... 25,006 
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August 6. Day of operation: 


Red blood-corpuscles ..... 3,820,000 | 168 
White blood-corpuscles ... 23,200 J 
Hemoglobin, 75 per cent. 

August. 7. Day after operation: 

Red blood-corpuscles ..... 3,888,000 
White blood-corpuscles ... 24,308 
Hemoglobin, 75 per cent. 

August 8. Red blood-corpuscles ..... 3,044,000 | 184 
White blood-corpuscles ... 16,406 J 
Hemoglobin, 65 per cent. 

August 9. Red blood-corpuscles ..... 4,003,920 | | 
White blood-corpuscles ... 17,094 J = 
Hemoglobin, 65 per cent. 

August 11. Red blood-corpuscles ..... 4,580,000 | aie 
White blood-corpuscles ... 11,916) 
Hemoglobin, 80 per cent. 

The count showed a good deal of fluctuation. 

The last count made was on September 27: 

Red blood-corpuscles ..... 4,170,000 | 
White blood-corpuscles ... 12,125 J shld 


Hemoglobin, 80 per cent. 

These counts are not consistent with those obtained after the 
removal of a functionating spleen, and this is due to the fact that 
that organ was infected and non-functionating. Instead of an 
increase of the white-blood-cells and a decrease of the reds, the 
opposite occurred. 

The hemoglobin percentage was reduced about ten points 
to 65 per cent. for a few days. 

The drainage tracks closed after several weeks. 

The following is the pathological report, for which | am 
obliged to Dr. T. B. Nichols. 

SEPTEMBER 5, I900. 

The spleen removed by operation from L. W., August 6, 
1900, had approximately the shape of the normal organ, but was 
greatly enlarged to four or five times its normal size, weighing 
944 grammes (about 31% ounces) and measuring 23.7 by 11.9 
by 6.8 centimetres (9% by 434 by 234 inches). It was soft and 
friable in consistency, and was intensely engorged and distended 
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with blood throughout its substance; its larger vessels, both 
arteries and veins, were filled with thrombi. 

Microscopical examination shows the parenchyma and reti- 
form spaces of the organ to be infiltrated and greatly distended 
with a massive extravasation of blood, with some hypertrophy of 
the retiform framework. 

Cultures from the organ yield growths of the staphylococcus 
pyogenes albus and bacillus coli communis. 


A case reported by J. Collins Warren bears a close resem- 
blance to the one just described, minus the perisplenitis. Splenec- 
tomy was performed by F. B. Lund for rupture of an infarcted 
spleen. A man, aged twenty-six years, was taken to Boston City 
Hospital suffering with severe epigastric and left side pains, which 
were really aggravated by the lifting of a heavy basket. He had 
had attacks less severe for several months, was thin, anzmic, 
restless, groaning, and thirsty. He had an anxious expression, 
moist skin, and dry tongue; vomited a greenish fluid. There 
were some abdominal distention and epigastric tenderness. Free 
fluid and increase of dulness over splenic area; temperature, 101° 
F.; pulse, 124. 

Diagnosis of peritonitis probably due to gastric ulcer was 
made and operation performed. About two quarts of blood were 
emptied out and a large ruptured infarcted spleen removed. The 
splenic vein was filled with a thrombus. After thorough washing 
of abdominal cavity and leaving in salt solution, the incision was 
closed. The man died on the fourth day. At the autopsy, a 
thrombosis of the portal vein, extending into the splenic, and a 
similar condition in a vein along the greater curvature of the 
stomach were found. 

The most frequent cause of complete infarction, torsion of 
the pedicle, was not present in Lund’s case nor in ours. 

The rupture is easily explained by pressure against or other 
injury to a softened and distended spleen. In our case there was 
no distinct rupture of the capsule. It was more like an extrava- 
sation. 


PRIMARY TYPHOIDAL PERFORATION OF THE 
GALL-BLADDER.' 


BY JOHN F. ERDMANN, M.D., 
OF NEW YORK, 


Clinical Professor of Surgery in the University and Bellevue Hospital Medical College. 


THE term primary is used in this article with a view of 
eliminating all cases of typhoidal perforations of the gall- 
bladder secondary to perforation of the intestines; in other 
words, only those cases are considered in which it is positively 
demonstrable that the ulceration and perforation began within 
the gall-bladder. 

On October 22, 1902, I saw a case of Dr. Griswold’s, 
during his absence from Greenwich, with Drs. Piatti and 
Clark, of the same place, in which the diagnosis of a perfora- 
tion of the intestine had been made, occurring in the sixth 
week of typhoid and during the first week of convalescence. 
The history of the case was a clear one of typhoid, and is as 
follows: 


Female, aged forty-six years; married, mother of several 
children; passed through a typical prodrome, which was followed 
by a five weeks’ course of unquestionable typhoid fever. The 
eruption, although scanty, was evident and unmistakable. Head- 
aches, enlargement of the spleen, character of stools, abdominal 
distention, dry, coated, and fissured tongue, delirium, followed 
by manifestations of exhaustion, subsultus tendinum, and carpho- 
logia, presented a clinical picture that, even without the typical 
temperature, as shown by the chart, could be taken but for the 
one thing, typhoid fever. During the period of her third and 
fourth weeks a left-sided phlebitis developed. Two attacks of 
pain in the back, described as being between the shoulder-blades, 
were present in the third week, but at no time, according to the 
chart, were there any other symptoms present suspicious enough 
to call any attention or notice to the gall-bladder. Her tempera- 
ture reached a normal plane at the close of the fifth week. On 
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October 21, the day before I saw her and about the second day 
of her sixth week, convalescence was sufficiently advanced to 
allow her to sit up in bed. On the night of this day, at ten 
o'clock, she was seized with a severe pain in the abdomen, which 
required several hypodermics of one-fourth grain of morphine 
before any comfort was obtained. The site of this pain was not 
specialized as to its onset location when I saw her. She suffered 
considerable shock, and when seen by me, exactly twelve hours 
after the onset of pain, presented, in addition to those accom- 
panying a protracted illness, the following symptoms: anxious 
countenance, pulse 120, respiration rapid, temperature 102° F., 
abdomen somewhat distended, exquisitely sensitive all over, but 
more marked on the right side. 

Although rather later than usual for a perforation of the 
intestine, it was concluded best to explore the right iliac fossa. 
This was done by an incision through to right rectus. Upon 
incising the peritoneum there was a gush of bile-stained, cloudy 
fluid, with no odor and no food particles, through the opening in 
the abdominal wall. Our tentative diagnosis of perforation of the 
intestine was then changed to that of a probable perforation of the 
duodenum or gall-bladder; at the same time, all the small intes- 
tines were carefully gone over before extending the incision. 
Fully a pint of bile-stained fluid was sponged out during the 
process of inspection of the intestines and the enlarging of the 
incision. The gall-bladder and duodenum were easily exposed, 
and then it was seen that an opening, irregularly circular, fully 
one-quarter of an inch in diameter, was present in the lower por- 
tion and inner aspect of the gall-bladder near the cystic duct, 
through which clear bile was flowing. The gall-bladder on its 
outer aspect presented no other inflammatory manifestations, nor 
was it evident that it had been enlarged previous to the perfora- 
tion. The mesentery and intestines were deeply stained with bile 
and were very friable, the peritoneum tearing upon the gentlest 
handling. 


I decided to do a cholecystectomy. This was very easily ac- 
complished, the hepatic attachment being separated, owing to the 
very friable condition, with the greatest ease. A double catgut 
ligature was passed about the cystic duct, the bladder excised, 
and the mucous membrane presenting in the stump brushed with 
pure carbolic acid; a gauze drain leading down to the stump, 
and also a gauze packing on the very freely bleeding hepatic 


x 
| 
a 
4 
¢ 
} ; 
| 


880 JOHN F. ERDMANN. 


surface from which the gall-bladder had been removed, was em- 
ployed. The peritoneal cavity was sponged out with salt solution 
and gauze pads. The abdominal wall was then closed, except at 
the point of exit of the drain and at its lower angle, where another 
gauze drain passed into the iliac fossa and pelvis. This latter 
drain was removed in three days. The drain and packing in the 
region of the stump were removed at this time, but another small 
drain was placed in this opening. A perfect recovery and com- 
plete union were recorded in three weeks. Upon closer investiga- 
tion after the operation had been done, we were told that her 
onset of pain was situated at or about the usual surgical location 
for gall-stone colic, and that the general abdominal pain appeared 
at or about the end of the sixth hour. 

Upon opening the gall-bladder, two small stones, so small 
as not to be considered factors in the cause of the ulceration, were 
found. The mucous membrane presented numerous small ulcera- 
tion areas, and no opening was found to correspond to the opening 
seen on the peritoneal surface. There was a small ulceration area, 
about the size of the head of an ordinary pin, in the mucous mem- 
brane at a point almost directly through from that of the peritoneal 
opening, and, upon passing a probe into this opening, it was 
found to pass obliquely through the gall-bladder, making its exit 
through the peritoneal orifice, giving one the reversed picture of 
the funnel-shaped perforating ulcer usually seen. 

Cultures taken from the contents of the peritoneal cavity and 
from the gall-bladder showed the colon and typhoidal bacilli. 


I am indebted to Dr. W. W. Keen, of Philadelphia, for 
a number of references relative to this subject, rendering me 
thereby great assistance in the statistical part of this paper. 
In his book, “ Surgical Complications and Sequels of Typhoid 
Fever,” 1898, under the subject of ‘ Gall-bladder Perfora- 
tions,’ the statistics of thirty cases are recorded. I present 
with his assistance a record of three more, which, with my 
own, makes thirty-four cases, with four recoveries and thirty 
deaths, and append a brief record of each of these additional 
cases. 


Case I—Bolog. Gaz. Bot., No. 41, 1902. Gundeher—Sex and age 
not given. Symptoms of perforating peritonitis on the twelfth day of 
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disease. Laparotomy performed; no evidences found. Cavity drained. 
Death in short time. Autopsy, gall-bladder found to be perforated. 

Case II.—Lancet, April 22, 1899, p. 1090. B. F. Anderson.—Male, 
twenty-seven years old. Diagnosis not made, as no symptoms directly 
warranted it; not operated upon. Autopsy showed perforation near the 
cystic duct. About third and fourth week of disease. No stones were 
found. 

Case II].—Medical Chronicle, January, 1901, p. 269. R. W. Marsden.— 
Male, seventeen years old. Pain in lower abdomen about the close of 
the second week. Operation performed, but, owing to collapse, the opera- 
tion was discontinued after the peritoneal cavity was sponged clear of 
some greenish mucoid fluid, chiefly situated in the right flank. Death in 
nineteen hours after operation. Autopsy, numerous small mucous ulcers 
found, and a perforation at the fundus. No stones. 


One of these cases, II, was a non-operative, and the others, 
I and III, were operated upon, but in neither of these was a 
complete operation done; all died. 

Adding these three cases and my own to Dr. Keen’s table, 
we then have the following record of twenty-five cases, in 
which the sex was recorded : 

Under fifteen years, nine; recovered, one; died, eight. 

Jetween fifteen and twenty-five years, six; recovered, 
none; died, six. 

Over twenty-five years, ten; recovered, three; died, 
seven. 

Of these, twelve were females and thirteen were males. 
The four cases that recovered were operated cases. 

Time of onset: During the first week, one; second week, 
five; third week or later, twenty-one. 

Of seven cases operated upon, four recovered and three 
died. Of twenty-seven cases not operated on, all died. 

Stones were found in eight cases, while in seventeen no 
stones were found. 

Of the seven cases operated upon, the perforation was 
near the cystic duct in three instances, in the fundus once, and 
the others not stated. 

Diagnosis—This can only be approximately made by 
obtaining a very thorough and careful anamnesis, particular 
stress being placed upon the original site of the pain, and re- 
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perforating ulcer of the stomach at its duodenal end or of the 
duodenum itself, of the gall-bladder, and also the pain of acute 
pancreatitis, etc. 

Treatment.—There can be no question as to what course 
to pursue in these cases, when we consider that of seven cases 
operated upon four recovered, while in the non-operated cases, 
twenty-seven in number, all died. 

[ prefer the incision through the rectus muscle rather 
than the one at its outer border or in the median line, as the 
exposure is without question the best with this incision, and 
the after possibility of hernia is reduced to a minimum. 

The question with me as to what to do when a perforated 
gall-bladder is found is summed up in one word,—cholecys- 
tectomy. With our present knowledge of the necessity or not 
of a gall-bladder, particularly one that is diseased, the sacri- 
fice of this viscus cannot give us one moment's unrest. Never- 
theless, the condition of the patient and the surrounding 
viscera must weigh some in the matter of the disposition of 
the perforated gall-bladder; cholecystotomy and drain when 
cholecystectomy is not possible. The repair of the perforation 
in the gall-bladder by suture is unwarranted, first, owing to 
the marked friability of the tissues in these cases, and, secondly, 
the same objections arise as in the radical or ideal operation 
of cholecystotomy, i.c., cholecystendese. 

Recently, L. Baldassani and A. Gardini ( Miinchener medi- 
cinische Wochenschrift, 129, 1902), as a result of experimen- 
tation upon animals, advise the use of a musculoperitoneal flap 
from the abdominal wall in such a manner as to bring the 
muscular layer on the inside of the bladder. I am quite satis- 
fied that this method of repair will never be put to any but 
an experimental use, and that in lower animals only. 

Prognosis.—As stated above, seven cases operated upon 
resulted in four recoveries and three deaths; two of the fatal 
cases reported by me as [ and III, we can or should exclude, 
as incomplete operations were done. With a death-rate of one 
case out of five complete operations, we can certainly grant 
our patients and families a reasonable amount of assurance 
of the ultimate outcome of the operation. 


| 
| 


RETROPERITONEAL HERNIA. 
ACUTE STRANGULATION OF A KNUCKLE OF ILEUM IN A PERICACAL POUCH. 


BY ALFRED BENNISON ATHERTON, M.D., LL.D., 
OF FREDERICTON, N. B., CANADA, 


Surgeon to Victoria Hospital. 


For a year, a man, aged thirty-three years, had complained 
of more or less pain and soreness in his right inguinal region 
running across the lower abdomen. Three months ago he con- 
sulted me about his trouble, and as I could find no evidence of 
disease on physical examination, and as he had never been laid 
up and had lost no flesh, | came to the conclusion that he was 
neurotic, and sent him away with words of encouragement, 
merely. Subsequently, he went to see a clergyman who does a 
good deal of prescribing for the sick, and he told him he had 
appendicitis, and should be operated on for it. He therefore 
visited me again on September 24, 1902, and said, if I did not 
operate, he would go elsewhere for an operation. I thereupon 
consented; although I told him I could not find anything to war- 
rant the diagnosis of appendicitis. No alteration in his previous 
symptoms or condition had taken place since he previously con- 
sulted me, but he said his trouble prevented him from carrying 
on his usual farm-work satisfactorily. 

September 25, 11 A.M. Operation.—The anesthetic being 
given by Dr. Weaver, and assistance rendered by Dr. Mullin, an 
incision was made in line of outer right rectus and an apparently 
normal appendix three and one-half inches long removed. Incision 
then enlarged so as to admit my hand, with which | examined the 
pelvis and hypogastric regions. I found one or two appendices 
epiploicee of the sigmoid adherent in the pelvis. These adhesions 
were separated. Nothing further observed which was a deviation 
from the normal condition. Wound closed, and the usual dress- 
ings applied. 

For the first twenty-four hours after operation, the patient 
seemed much the same as after any laparotomy case. Towards 
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hours, and increased in frequency the second day, although the 
pain did not seem much worse than usual. Thinking that a move- 
ment of the bowels would set things right, I began the usual 
turpentine enemas, small, frequently repeated doses of calomel, 
and gave, finally, an enema of Epsom salts, but all without avail. 
These measures were used for twenty-four hours or more, lasting 
up to the evening of the 27th. Meantime the vomiting became 
more and more frequent, and the pulse ran up to 112 or 115. The 
temperature had never risen above 99° F. Considerable abdomi- 
nal distention had also appeared. During the third night the 
vomitus became distinctly intestinal in appearance and odor, and 
at morning visit on the 28th | found the temperature 100° F., and 
the pulse 136 and weak. 

I now removed a few sutures, and about three drachms of 
dark blood-stained serum and a few bubbles of gas escaped. 
Then, after administering a little ether, | introduced a finger or 
two, and feeling a part of the bowel in the right iliac fossa some- 
what harder than the rest, I pulled upon it, and out popped a 
knuckle of gut about two and one-half inches in length, quite 
black and with an opening near its middle one-third of an inch 
in diameter. The line of demarcation between the living and dead 
bowel was clearly defined, and the adjoining sides of gangrenous 
knuckle were united by easily separated adhesions. 

I now resected eight or nine inches of the bowel, including 
the dead portion, and united the ends by two rows of silk sutures, 
the inner one mattress with the ends tied internally, and the outer 
a continuous Lembert suture. Iodoform gauze used for drain, and 
the usual dressings applied. 

In spite of strychnine and brandy hypodermically, he grad- 
ually sank, and died the same evening at seven o'clock. 

A hasty and slight post-mortem examination revealed a some- 
what distended cecum with the lower two feet of ileum collapsed. 
At this point the resected bowel was sutured. Above this the 
ileum was distended. No sign of old adhesions anywhere to 
account for the strangulation, but in the locality from which | 
pulled the gangrenous knuckle of bowel | found a pouch about 
an inch deep and having an opening of the same diameter. It 
was situated just to the outer side of the lower end of the caecum 
and partly behind it. The stump of the amputated appendix was 
found half an inch to the inner and lower side of the pouch. 
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Remarks.—Vhe rarity of strangulation of the bowel in 
one of these intraperitoneal pouches seems to me of itself to 
warrant the report of this case. Then, again, its occurrence 
after an ordinary abdominal section, and apparently as a result 
of it, makes it still more deserving of record. 

The painful and uncomfortable feelings which led the 
patient to seek advice were probably due to the occasional 
entanglement of a loop of bowel in the pericecal pouch. Sir F. 
Treves says that in some of these cases ‘“ long-continued intes- 
tinal uneasiness” has preceded the strangulation. I attribute the 
onset of the acute symptoms after the first operation to the 
occurrence of some distention of the bowels as a result of their 
having been handled considerably, and the consequent crowd- 
ing of the loop of ileum into the pouch, where it became 
more distended, perhaps, through its incarceration, and was 
thus more firmly fixed there; while the further distention of 
the small intestine above the point of strangulation as well 
as the somewhat distended condition of the cacum (which was 
found at the post-mortem examination) doubtless aided in pre- 
venting the escape of the entrapped knuckle. 

It seems somewhat remarkable that complete gangrene 
and perforation should have arisen in about forty-eight hours 
after the symptoms of strangulation fairly set in, where the 
opening to the pouch was so large, and where the bowel was 
liberated with so little effort as I used to dislodge it. But 
no old adhesions or bands were found in the neighborhood, 
or anything else to account for the strangulation. 

Finally, the history of this unfortunate case teaches us 
that we must bear in mind the possibility of at any time having 


to deal with such a rare condition. 
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A SUCTION APPARATUS FOR CONTINUOUS 
DRAINAGE. 


WITH REPORT OF CASE OF INTRAPERITONEAL RUPTURE OF BLADDER. 


BY KARL CONNELL, M.D., 


OF NEW YORK CITY. 


Or the various modes of suction at our command, proba- 
bly the simplest, certainly the cheapest and most convenient, 
exhaust is the hydraulic pump. 

Sprengel applied the fall of short columns of mercury 
through tubing to the laboratory exhaust which bears his name. 
As each column falls it forms a liquid piston, which propels 
the air ahead and tends to exert a suction behind proportionate 
to the weight of the column. In applying this principle to 
surgery, it is found that water presents a more convenient 
liquid of sufficient weight even in a short fall. It must be 
borne in mind that liquids have their limit of cohesion. If a 
definite column of water is run through a tube of large diam- 
eter, the velocity must be considerable for it to maintain its 
integrity as a piston; otherwise the adhesion to the tubing will 
overcome the cohesion of the water, which will then run down 
the side of the tubing instead of moving in a solid piston. 


Experimentation will demonstrate that perfect cohesion of 


water is limited to the three-sixteenths inch tubing. For in- 
stance, in one-fourth inch bore the bottom of our liquid piston 
is slowly but continually breaking away and trickling down 
the side of the tube. This waste increases with the diameter, 
until in one-half inch tubing we lose roughly three inches of 
our liquid column each second. <A tube three-sixteenths of an 
inch then is to be selected as the bore combining maxinaum 
efficiency and economy. 

To effect reliable automatic intermittence in the water 


supply to the tube by some device which will permit the “ water 
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piston” to form is readily secured by placing a U bend or a 
loop (Fig. 1, a’) in the tubing, in which the water will collect 
until it has filled the U to overflowing, when the mass will 
siphon over and descend in a short solid column. There re- 
sults a suction apparatus, the power of which is limited only 
by the vertical fall of the liquid after leaving the U and of a 
capacity utilizing four ounces of water per minute in a fifteen 
inch fall, or two gallons per hour, to aspirate ten ounces per 
minute; or using two quarts of water per hour to aspirate 
one and one-half ounces per minute of air or urine or bile or 
thin pus, which is well beyond any surgical requirement. This 
tube is now connected by a glass Y or some modification 
thereof; by one limb to the reservoir from which the water 
is Slowly fed; by the other to the cavity to be aspirated. This 
completes a cheap, easily constructed, effective pump (Fig. 

A desirable refinement can be introduced in the form of a 
trap which will short circuit the aspirated material (Fig. 1, B). 
This is attained by throwing a glass Y with a long lower hmb 
into circuit between the pump and the viscus being aspirated. 
The lower end of the Y must be submerged. A column of 
liquid will be sucked up into this stem, which will furnish an 
accurate gauge of the amount of suction. This trap will short 
circuit all aspirated material, permitting it to be measured and 
preventing fouling the pump and power water. In case of 
emergency it will also short circuit any reflux from a deranged 
pump which might otherwise back up onto the viscus being 
aspirated. This is the form of continuous aspirating apparatus 
which has been used at the New York Hospital for the past 
fifteen months as routine, where suprapubic drainage of the 
bladder is established. It has also been applied to aspirating 
the ureters and empyema cavities. By the continuous evacua- 
tion of bile from the gall-bladder following cholecystotomy 
with excessive discharge, it keeps the dressings clean and lessens 
the possibilities of intraperitoneal leakage and accumulation. 

As illustrating further elaborations of intraperitoneal 
aspiration, of useful but less general application, Fig. 2 demon- 
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strates the original and more complicated form of the fore- 
going, which was devised by the writer when House Surgeon 
of New York Hospital under Dr. Francis H. Markoe, Attend- 
ing Surgeon, in December, 1901, to meet the requirements of 
a case of intraperitoneal rupture of the bladder. 

A. Bunsen pump constructed by inserting a fine glass tip 
into the side of rubber tube and constricting orifice at which 
water jet is thrown. This pump is of equal strength and 
greater capacity than Fig. 1, A, but is nicer of adjustment and 
liable to clog, hence less desirable. 

B. Trap, gauge, and safety-valve. 

It was considered desirable to establish continuous irriga- 
tion of the bladder in addition to continuous suction drainage 
in order to preserve intravesicular cleanliness and asepsis. This 
irrigation was secured as follows: 

(2) C. Double current suprapubic tube, home-made, by 
dragging a small catheter through the side and lumen of a 
larger tube from the intravesicular end of which the smaller 
protrudes. 

To preclude positive pressure from excess of irrigation, 
this was sucked up by the negative pressure created in the 
bladder by pump, A, from a level four inches below that of the 
patient’s bladder; reservoir, D, kept warm by electric light, 
E, and of constant level by automatic siphon bottle, F. 

Had not the integrity of the bladder been disturbed, and 
even slight positive pressure a menace to the long suture line 
of the intraperitoneal tear, these last features could have been 
eliminated, and the weak antiseptic solution run in under posi- 
tive pressure. This latter would be the choice in cases such as 
tuberculosis of the bladder and chronic cystitis, where supra- 
pubic drainage with continuous irrigation is desired. 

The case of intraperitoneal rupture of bladder is one of 
unusual interest, and with the kind permission of Dr. Markoe 
it is appended, adding another to the twenty-two cases of such 
lesions reported in the past ten years, collected by Alexander 
(ANNALS OF SurRGERY, August, 1901) and Jones (ANNALS 
oF SurGERY, February, 1903) in their recent memoirs in the 
ANNALS OF SURGERY. 


Fic, 2.-—Connell suction apparatus tor continuous drainage 
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Joseph b., a German waiter, thirty-eight years of age, was 


admitted to the New York Hospital in December, 1901, with the 
history that, thirty-six hours before admission, while reeling home 
after drinking through the evening twenty to thirty glasses of 
beer and considerable whiskey, he had stumbled and fallen, his 
hands being in his side pockets, flat on his abdomen upon the 
smooth stone walk. He sustained contusions of the face, but 
otherwise seemed uninjured. Got up unassisted, and without 
further known trauma went to bed. Awoke fourteen hours later 
with headache; hzematemesis, probably of swallowed blood; 
severe general pain in the abdomen, more in lower portion; vesi- 
cal tenesmus, and inability to pass any but a little bloody urine. 
Kmesis not repeated. Pain and tenesmus continued all day, 
followed by a restless night. Towards morning, twenty-four 
hours after injury, patient began to have slight passive inconti- 
nence of bloody urine, and had several slight shaking chills. 
Walked to the dispensary in the afternoon, where about eight 
ounces of very bloody urine was withdrawn by catheter; rupture 
suspected, and patient sent to the ward. 

He was a well-developed man, mind active and rational, and 
alleged that he had only slight abdominal discomfort. Contusions 
of the face. Slight general cyanosis. Breathing mainly thoracic. 
Underwear stained with bloody urine. Abdomen moderately cor- 
pulent, no evidence of trauma, slightly rigid, moderately tender 
over lower portion, slight indefinite dulness in flanks. No fluid 
wave. Rectal temperature, 97.4° F.; pulse, 120, soft; respiration, 
24. Leucocytes, 18,000. 

Operation, Dr. Markoe, thirty-eight hours after injury. On 
preliminary catheterization, fifty ounces of bloody urine obtained. 
Through a suprapubic cystotomy a large rent could be felt in the 
fundus of the bladder. Incision enlarged upward and peritoneum 
opened. About a pint of urine and blood-clots turned out of the 
pelvis. Rent now evident in the bladder, which, with this viscus 
empty, extended in almost the median line from a point an inch 


behind the anterior reflection of the peritoneum to a point past 
the peritoneal reflection onto the rectum. Secondary to this and 
not coinciding in direction was a stellate tear in the overlying 
peritoneum, one limb of which extended forward, another back- 
ward and to the left a distance of four inches into the mesosig- 
moid, and a third extending backward and to the right. Peri- 
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toneum slightly injected. No peritonitis. The bladder was 
sutured by a single row of interrupted fine chromicized gut 
sutures, including the muscular coat. The peritoneal tear was 
sutured over this by continuous gut suture. The abdomen was 
cleansed with salt irrigation, dried, and closed, leaving a small 
wick of gauze into the vesicorectal pouch. A suprapubic drainage 
tube was inserted into the bladder and the superficial layers of the 
wound were partly closed. 

Intraperitoneal drain removed second day, pelvis clean and 
fairly dry. Peritoneum closed by a stitch. Temperature ranged 
about 101° F., except for a transient rise on the second day, until 
the fourth day, when it rose to 104°, and leucocytes from 8000 to 
19,000. Ran a septic course for several days together with signs 
of slight peritoneal irritation. Interpreted as a sapremia from a 
blood-clot. Symptoms abated and further course was uneventful. 
Irrigation discontinued after a week. Smaller tubes substituted 
and aspiration discontinued on sixteenth day, after which fistula 
leaked for forty-eight hours. Wound healed completely by end 
of fifth week. Health has since remained excellent and urinary 
condition good, save that four months after discharge of patient, 
following the ingestion of two quarts of milk punch and several 
glasses of beer, he was afflicted with hematuria for several days. 


PRIMARY CARCINOMA OF THE APPENDIX.’ 


BY ALEXIS V. MOSCHCOWITZ, M.D., 
OF NEW YORK, 


Adjunct Attending Surgeon to the Mount Sinai Hospital. (From the First Surgical 
Division, Mount Sinai Hospital; Arpad G. Gerster, M.D., Attending Surgeon.) 


Reports of primary carcinoma of the appendix in litera- 
ture date back practically only to 1896. The few isolated cases 
recorded prior to that year are the results only of the systematic 
tabulation of extensive autopsy material (Nothnagel, Maydl, 
Leichtenstern). During the past six years, however, the casu- 
istic reports have multiplied to such an extent that this disease 
must cease to be merely a medical curiosity, and, indeed, it 
was looked upon as such until the present; and yet, even when 
one includes all of the reported cases, some twenty in all, pri- 
mary carcinoma of the appendix is still of sufficient rarity to 
merit the publication of all cases. 

As yet the clinical picture of this disease is very meagre, 
and largely, if not wholly, obscured by the accompanying, more 
or less acute, inflammatory process. In view of the fact just 
stated, and also because, in the course of the past eighteen 
months, we had occasion to operate upon three cases of un- 
doubted primary carcinoma of the appendix, it has occurred 
to the writer that it might be of interest to critically review alli 
of the published cases in order to determine whether a definite 
clinical picture might be evolved. It cannot be said that my 
efforts in this direction have been crowned with much success ; 
but, at all events, so many interesting and novel data have 
resulted from this work that I have deemed it of sufficient 
value and interest to publish them. 

For the sake of completeness, I shall begin with the his- 
tories of our cases. As will be seen, the history of Case I and 
Case III are of unusual length; while that portion of the his- 


* Read at a meeting of the New York Academy of Medicine, March 5, 
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tory which is directly related to the diseased appendix might 
be condensed into a very short space, it was deemed advisable 
to detail these two histories in full for the following reasons. 
In Case I, because of the preceding and subsequent gastric 
symptoms, which gave good cause, at least, for the presumption 
of a malignant metastasis in the stomach; in Case III, because 
of the accompanying pyrexia and serious condition of the 
patient, which, however, as will be seen, were due to causes 
entirely extrinsic to the appendix. 

Case | and Case II were operated upon by myself, Case 
[Il by Dr. Gerster. 


Case I.—Isaac S., thirty-seven years old, married, and a 
saloon-keeper by occupation, was admitted to Mount Sinai Hos- 
pital on July 12, 1901. His family history is negative. 

Past History.—Patient was well up to three years ago, at 
which time he began to vomit; at the onset he vomited as often 
as he took any food; but he never vomited any blood, the vomitus 
consisting only of the ingested food. At the same time he also 
complained of pain in the epigastrium, which remained localized, 
and did not radiate. After vomiting in this way for a year, he 
was admitted to the medical side of Mount Sinai Hospital, and 
was treated for fourteen weeks; he was discharged with the 
diagnosis, “ alcoholic gastritis... After his discharge he visited 
various specialists abroad, but the vomiting persisted unabated 
up to the present, and, as was to be expected, the patient in conse- 
quence became greatly emaciated. 

Present History.—On July 11, or one day prior to his admis- 
sion to the hospital, patient was suddenly stricken with severe 
cramp-like pains all over the abdomen; very soon these pains 
became localized in the right iliac fossa; in addition, there was 
at the onset, also, a very severe chill, followed by high fever. The 
vomiting continued with increased force; his bowels were con- 
stipated. Patient also states that during the past few months he 
has frequently had severe attacks of abdominal pain, on an aver- 
age once a month, to which, however, he attached no special 


importance, attributing them to his old malady. 
Physical Examination.—General condition is good; patient 
is fairly well nourished, in spite of the past history; the face is 
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flushed. With the exception of the abdomen, the physical exami- 
nation was practically negative. The abdominal walls were held 
rigid, especially on the right side. In the right iliac fossa, and 
well to the outer border of the rectus, and about on a level with 
the iliac crest, there was to be palpated a small but very tender 
mass; percussion over the mass gave a dull tympanitic note. 
Nothing to be felt by rectal examination. Temperature, 1o1° F.; 
pulse, 72; respirations, 24. 

The diagnosis of appendicitis, with general peritonitis, was 
made, and immediate operation proceeded with. Kammerer in- 
cision; on opening the peritoneum, free pus welled up into the 
wound from the general peritoneal cavity. The palpating finger 
discovered a mass low down over the outer half of Poupart’s 
ligament. In this mass lay the appendix, twisted upon itself, its 
tip pointing towards the anterior superior spine, and buried in 
adhesions ; it was freed and extirpated. Suture of the abdominal 
incision; drainage through the lower angle. 

Autopsy of the appendix directly after its extirpation. The 
appendix is three inches long, much congested and swollen. At 
its tip, and embedded in its walls, there is a small, yellowish mass, 
about the size of a bean, which was firm to the touch, and appar- 
ently sharply encapsulated. Just below this mass there was an 
area of gangrenous mucous membrane, about half an inch wide, 
involving the entire circumference of the appendix. At about 
the middle of the appendix there was to be seen another patch of 
gangrenous mucous membrane about half an inch square (Fig. 1). 

The wound healed kindly, being complicated only by the per- 
sistent vomiting and epigastric pain complained of for three years 
prior to the operation. It was but natural for us to think of a 
malignant growth of the stomach secondary to the carcinoma of 
the appendix; the stomach contents, however, showed an abun- 
dance of free HCl, and no mass was to be palpated, so that we 
felt justified in excluding this diagnosis. At all events, it was 


clear that there was evidently some pyloric obstruction present, 
and with this in view, Dr. Gerster operated on him August 5. A 
benign stenosis of moderate degree was found, for the relief of 
which a gastro-enterostomy was done. He left the hospital in 
good condition (the Murphy button not having passed, however), 
and remained well for two months thereafter, without vomiting, 
and gaining about twenty-five pounds in weight. 
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He returned December 4, 1901, with a recurrence of the old 
symptoms; these were ascribed to the presence of the retained 
button; the button was therefore removed by gastrotomy. This 
operation was exceedingly difficult, the button having been found 
tightly wedged in at the original site. To insure a patency of 
the anastomosis, a variety of the Heinecke-Mikulicz operation 
was performed on the gastro-enteric opening. Again he was dis- 
charged well, and remained so until his readmission on May 28, 
1902, with a history of a recurrence of the vomiting. On exami- 
nation there was found an epigastric and lateral ventral hernia. 
It was noted that, by pressure on the epigastric hernia, his vomit- 
ing was relieved; this led to the conclusion that the trouble was 
due to adhesions, for which I performed a radical operation for 
the cure of the epigastric hernia, sewing the different layers of 
the abdominal wall by layer suture. He was again discharged 
cured, but returned again December 22, 1902, with the old symp- 
toms. I again operated for the cure of the lateral ventral hernia. 
At this operation, I examined carefully the site of the appendix 
and the neighboring abdominal cavity as far as allowable, and 
found absolutely no recurrence of the carcinoma. He was dis- 
charged January 14, 1903, with a cessation of his vomiting. 

I have gone at some length into the history of this case; as 
already stated, this was done because there always exists the pos- 
sibility of recurrence and metastases after the extirpation of a 
carcinoma, and I wished to disprove, as far as it lay in my power, 
its existence in this case. 

Case II.—Rosa P., twenty years of age, a tailoress by occu- 
pation, was admitted to the hospital on May 28, 1902. Her family 
and past history is negative in all respects. Ten days ago the 
patient experienced for the first time pain in the right iliac fossa ; 
this pain has persisted with varying intensity up to the time of 
admission ; she has had two chills, but apparently there was no 
fever; she has not vomited, and with the aid of cathartics her 
bowels have moved daily. 

The physical examination was negative, with the exception of 


the abdomen; the abdomen was lax and tympanitic, but exquis- 
itely tender to deep pressure in the right iliac fossa; no tumor 
was to be palpated. Temperature, 100.2° F.; pulse, &4. 

The diagnosis of appendicitis was made, and patient was 
operated on May 30 through a McBurney incision. After open- 
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ing the peritoneum, and after severing some fine adhesions, the 
appendix was delivered into the wound and extirpated. Layer 
suture. 

Autopsy of the appendix directly after its extirpation. The 
appendix was four inches long; its serosa is congested, and par- 
ticularly at its distal extremity covered with a fresh, yellowish- 
red, transparent, gelatinous exudate, in which were to be seen a 
number of fine granules, not unlike those seen in actinomycosis. 
One inch from the tip of the appendix there is to be felt a hard 
nodule, approximately half an inch long and one-quarter of an 
inch in diameter, its long axis lying in the long axis of the appen- 
dix. On laying the appendix open, it is seen that in the proximal 
two and one-half inches the mucous membrane is hypertrophied, 
and occasional punctate hemorrhages are to be seen in this area; 
the next half inch is occupied by a firm, yellowish tumor corre- 
sponding to the nodule felt from without; the distal portion 
again shows hypertrophy of the mucous membrane, but no hemor- 
rhages (Fig. 2). 

The patient made a perfectly normal convalescence, and was 
discharged on June 21, 1902. 

Patient presents herself from time to time for re-examination ; 
as vet no recurrence or metastases are noted. 

Case III.—Dora G., twenty-four years of age, a housewife 
by occupation, was admitted to the hospital October 26, 1go2. 
Her family history is negative. She has been married since May, 
and is now about five months pregnant; foetal movements have 
been felt for two weeks; prior to her pregnancy menstruation was 
normal. 

The present history is of five days’ duration; began with 
pain in the hypogastrium, and very frequent and painful mic- 
turition; this pain has continued without any remission. Has 
had a chill on the day previous to admission, and some fever; 
bowels have moved when aided by enemata. The foetal move- 
ments have either ceased entirely, or at all events have grown 
very faint. 

Physical Examination.—General condition fair, well nour- 


ished; cheeks flushed; facies anxious; tongue dry and coated; 
throat reddened, but in other respects negative. No petechiz; no 
jaundice, and no cedema to be seen anywhere. 

Thoracic organs normal, excepting that the heart’s action is 
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He returned December 4, 1901, with a recurrence of the old 
symptoms; these were ascribed to the presence of the retained 
button; the button was therefore removed by gastrotomy. This 
operation was exceedingly difficult, the button having been found 
tightly wedged in at the original site. To insure a patency of 
the anastomosis, a variety of the Heinecke-Mikulicz operation 
was performed on the gastro-enteric opening. Again he was dis- 
charged well, and remained so until his readmission on May 28, 
1902, with a history of a recurrence of the vomiting. On exami- 
nation there was found an epigastric and lateral ventral hernia. 
It was noted that, by pressure on the epigastric hernia, his vomit- 
ing was relieved; this led to the conclusion that the trouble was 
due to adhesions, for which I performed a radical operation for 
the cure of the epigastric hernia, sewing the different layers of 
the abdominal wall by layer suture. He was again discharged 
cured, but returned again December 22, 1902, with the old symp- 
toms. I again operated for the cure of the lateral ventral hernia. 
At this operation, I examined carefully the site of the appendix 
and the neighboring abdominal cavity as far as allowable, and 
found absolutely no recurrence of the carcinoma. He was dis- 
charged January 14, 1903, with a cessation of his vomiting. 

I have gone at some length into the history of this case; as 
already stated, this was done because there always exists the pos- 
sibility of recurrence and metastases after the extirpation of a 
carcinoma, and I wished to disprove, as far as it lav in my power, 
its existence in this case. 

Case I].—Rosa P., twenty years of age, a tailoress by occu- 
pation, was admitted to the hospital on May 28, 1902. Her family 
and past history is negative in all respects. Ten days ago the 
patient experienced for the first time pain in the right iliac fossa ; 
this pain has persisted with varying intensity up to the time of 
admission ; she has had two chills, but apparently there was no 
fever; she has not vomited, and with the aid of cathartics her 
bowels have moved daily. 

The physical examination was negative, with the exception of 
the abdomen; the abdomen was lax and tympanitic, but exquis- 


itely tender to deep pressure in the right iliac fossa; no tumor 
was to be palpated. Temperature, 100.2° F.; pulse, &4. 

The diagnosis of appendicitis was made, and patient was 
operated on May 30 through a McBurney incision. After open- 
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ing the peritoneum, and after severing some fine adhesions, the 
appendix was delivered into the wound and extirpated. Layer 
suture. 

Autopsy of the appendix directly after its extirpation. The 
appendix was four inches long; its serosa is congested, and par- 
ticularly at its distal extremity covered with a fresh, yellowish- 
red, transparent, gelatinous exudate, in which were to be seen a 
number of fine granules, not unlike those seen in actinomycosis. 
One inch from the tip of the appendix there is to be felt a hard 
nodule, approximately half an inch long and one-quarter of an 
inch in diameter, its long axis lying in the long axis of the appen- 
dix. On laying the appendix open, it is seen that in the proximal 
two and one-half inches the mucous membrane is hypertrophied, 
and occasional punctate hemorrhages are to be seen in this area; 
the next half inch is occupied by a firm, yellowish tumor corre- 
sponding to the nodule felt from without; the distal portion 
again shows hypertrophy of the mucous membrane, but no hemor- 
rhages (Fig. 2). 

The patient made a perfectly normal convalescence, and was 
discharged on June 21, 1902. 

Patient presents herself from time to time for re-examination ; 
as vet no recurrence or metastases are noted. 

Case I1I].—Dora G., twenty-four years of age, a housewife 
by occupation, was admitted to the hospital October 26, 1902. 
Her family history is negative. She has been married since May, 
and is now about five months pregnant; foetal movements have 
been felt for two weeks; prior to her pregnancy menstruation was 
normal. 

The present history is of five days’ duration; began with 
pain in the hypogastrium, and very frequent and painful mic- 
turition; this pain has continued without any remission. Has 
had a chill on the day previous to admission, and some fever; 
bowels have moved when aided by enemata. The foetal move- 
ments have either ceased entirely, or at all events have grown 
very faint. 

Physical Examination.—General condition fair, well nour- 
ished; cheeks flushed; facies anxious; tongue dry and coated; 
throat reddened, but in other respects negative. No petechiz; no 
jaundice, and no cedema to be seen anywhere. 

Thoracic organs normal, excepting that the heart’s action is 
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more rapid and overforcible; in addition, there was to be heard a 
rough systolic murmur over the pulmonic area, transmitted down- 
ward for a short distance. 

The abdomen is considerably distended, but there is no sign 
of any effusion; there is some tenderness over both lumbar re- 
gions, particularly on the right side. 

The liver percusses as if it were slightly enlarged; the spleen 
is not enlarged. 

The uterus is palpable two fingers’-breadth below the um- 
bilicus ; the foetal movements are felt, but the heart sounds are not 
distinct. The os is soft, slightly patulous; both fornices are free ; 
no vaginal discharge. 

Rectal examination is negative. 

The urine was cloudy, and deposited a sediment of half an 
inch on standing; it was acid, 1010, contained some albumen, no 
sugar; microscopically, many pus-cells, no casts. 

On admission the temperature was 100.6° F.; pulse, 106; 
respiration, 28. 

On October 27 the temperature rose to 104.8° F., with a cor- 
responding increase in the pulse-rate. Examination showed the 
presence of a leucocytosis of 17,500; the absence of malarial 
organisms; Widal was also negative. 

Between October 28 and November 3 there was daily a 
marked rise in the temperature up to 105° I. In the mean time 
the general condition has rapidly deteriorated; patient lost a 
great deal in weight; the face looked pinched; the tongue was 
dry and coated. In other words, a fatal termination was in out- 
look unless something was done. Practically, the only physical 
sign of any value which was present was the pain in the right 
side of the abdomen. An exploratory laparotomy was decided 
upon, and carried out on November 3 by Dr. A. G. Gerster. 

Inspection revealed nothing pathological, excepting, perhaps, 
the tip of the appendix, which was adherent to the iliac fossa, and 
covered with a small amount of exudate; this was therefore ex- 
tirpated. The uterus and uterine appendages were normal, and 
corresponded to the fifth month of pregnancy. The gall-bladder 
and bile passages, as well as the right kidney and pylorus, were 


inspected, and found to be normal. 
Autopsy of the appendix directly after extirpation. The ap- 
pendix was three inches long, and about the thickness of a lead- 
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pencil. At its tip there was a thickening which could be distinctly 
felt; several engorged vessels were seen crossing this bulbous 
portion in a longitudinal direction. On section it was found that 
the lumen was obliterated in the distal portion; in the proximal 
portion the mucosa was thickened. (In this case there was miss- 
ing the apparent encapsulation of the tumor noted in the other 
cases.) (Fig. 3.) 

The condition of the patient after the operation was hardly 
different from what it was before. She continued to run septic 
temperatures, had a rapid pulse and a high leucocytosis. The 
wound healed uneventfully per primam. In the mean time her 
general condition was becoming worse and worse; nothing fur- 
ther could be determined as regards the cause of the seriousness 
of her condition, except the possibility of an autointoxication as 
the result of her pregnancy. An artificial labor was decided upon, 
and this was performed by Dr. J. Brettauer, Attending Gynzcolo- 
gist, on November 10; a healthy foetus was extracted, nor was 
anything found about the placenta or membranes which would 
account for her septic condition. At all events, she improved 
almost immediately after the artificial labor; the temperature and 
pulse soon dropped to normal; the general condition improved 
very rapidly, and patient was discharged, perfectly well, on 
December 4. 


In this history I have also gone at some length, although 
in its careful observation the firm conviction was gained that 
the carcinoma of the appendix was only an accidental and inci- 
dental finding. It cannot, however, be denied that it was the 
presence of the diseased appendix, which early in the disease 
gave rise to those abdominal symptoms, which gave more than 
ample justification for the exploratory laparotomy, and for the 
extirpation of the appendix. Already during this operation it 
was recognized that the appendix, while justifying an extirpa- 
tion, did not give rise to those severe toxic phenomena under 
which the patient labored, and this was confirmed by the sub- 
sequent course of her disease. 


A fairly careful search of the literature revealed the pres- 
ence of eighteen additional authentic cases of primary carci- 
noma of the appendix, viz., Jessup,’ one case; A. O. J. Kelly,? 
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two cases; Hurdon,* one case; Letulle and Weinberg,‘ * four 
cases; Rolleston,® one case; Mosse and Daunic,’ one case; 
Wright,® one case; Goffe,® one case; Whipham,'® one case; 
Stimson,!! one case; Harte and Willson,!? two cases; McBur- 
ney,'® one case; Lartigau,’* one case.* The three cases of 
Leichtenstern, Nothnagel, and Maydl are not included in this 
list. This does not by any means pretend to be a complete list 
of all the cases on record, but it is all that I could find after 
devoting considerable time to this search. No doubt there 
are other cases recorded; and there is reason to believe, as 
is usual in matters of this nature, that there are in existence 
a number of cases which have never been placed on record. 
At this point it may also be stated that, in looking over the 
recorded cases, the first point which strikes one is that the 
majority of these cases are of recent date. If we exclude the 
cases of Leichtenstern, Nothnagel, and Maydl, which happen 
to be merely accidental autopsy findings in a large statistical 
material, practically all the cases have been reported within 
the past six years. I am sure it is hardly necessary to remark 
that it would be manifestly wrong to base upon this fact the 
deduction that primary carcinoma of the appendix is growing 
more frequent; rather, that this pathological finding is being 
recognized more and more, now that the attention of patholo- 
gists and surgeons has been directed to it. Even now appen- 


* Some time after this article was finished, | read de Ruyter’s ” article, 


“ Ueber Carcinomentwicklung,” in the Archiv fur klinische Chirurgie, vol. 
Ixix, page 281. In this article a short résumé is given of the following case, 
to prove that chronic irritations play a role in the development of carci- 
noma. 

The patient was operated upon six years ago for a recurrent appen- 
dicitis. The appendix contained a fecal concretion, and was developed 
with difficulty, but finally was resected and extirpated; numerous peri- 
cecal abscesses were also opened and drained. Thereafter patient had a 
number of attacks of localized peritonitis, but finally recovered completely 
He died six years later from py#mia, which originated in a phlegmon of 
the leg. 

At the autopsy there was found a small, apparently cystic tumor in the 
stump of the appendix, which on microscopical examination proved to be 


a colloid carcinoma. 
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dices removed, particularly in those hospitals in which a large 
number of cases are operated, are not examined microscopi- 
cally as a routine procedure, or at best are examined only 
macroscopically, unless the gross pathological examination is 
such as to promise some unusual finding. That the gross ap- 
pearance alone is not sufficient is well proven by the report of 
three cases (two cases of Harte and Willson, and case “ b” 
of A. O. J. Kelly) in which absolutely nothing of a suspicious 
nature was to be seen macroscopically, and the true nature of 
the cases was recognized only after the more careful micro- 
scopical examination. 


The number of cases is still by far too small to enable us 
to say anything regarding the frequency of primary carcinoma 
of the appendix. However, in view of the increasing reports 
of cases in recent years, I believe that we are fully justified 
in saying that primary carcinoma of the appendix is far more 
frequent than we are led to believe from the statistics of Noth- 
nagel and Maydl, who, in over 40,000 autopsies at the “ All- 
gemeine Krankenhaus of Vienna,” found only two cases of 
primary carcinoma of the appendix. 

On the other hand, it would be of more than passing in- 
terest to know the relative frequency as compared with other 
diseases of the appendix. To solve this question, we can make 
but very little use of the few published cases, as they do not 
discuss this point at all. Nor can we learn any more by con- 
sulting the larger special treatises on appendicitis, in which 
this point appears te be discussed only in a very superficial 
manner. 

Sonnenburg,'!® who up to 1900 had operated upon about 
750 cases of appendicitis, has evidently seen no case of primary 
carcinoma; in speaking of this subject, he merely refers to 
some cases in the literature. 

Deaver'!® says that in 706 cases of appendicitis operated 
during 1897, 1898, and 1899 there were found three cases of 


carcinoma of the appendix. (One of these is evidently a sec- 
ondary tumor. ) 


| 
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Of late years, at Mount Sinai Hospital, between 200 and 
300 cases of appendicitis are operated upon annually, and the 
three cases above described are the only ones which have been 
discovered up to the present time. It is to be regretted, how- 
ever, that even these figures will allow of no definite deductions ; 
the principal cause for this lies in our limited laboratory facili- 
ties, which do not permit the microscopical examination of the 
large number of appendices removed; only the extraordinary 
or suspicious cases are examined, and, as we have seen, this is 
by no means sufficiently accurate to permit an absolute opinion. 

Primary carcinoma of the appendix may be studied from 
two different aspects: First, the clinical, and, second, the patho- 
logical. 

I. THE CLINICAL ASPECT. 

At the outset, it is necessary to state that, in the considera- 
tion of this side of the question, we are compelled to exclude 
all those cases which are the result of an accidental autopsy 
finding. If this is done, it will be seen that, for the purpose 
of making a clinical picture, there is available only the rela- 
tively small number of fourteen cases, viz., Jessup, one case; 
Kelly, two cases: Hurdon, one case; Rolleston, one case; 
Goffe, one case; Stimson, one case; Harte and Willson, two 
cases; Letulle and Weinberg, one case; McBurney, one case, 
and Moschcowitz, three cases. 

Thus, while fourteen cases are hardly sufficient on which 
to build a definite clinical picture, even this number will be 
materially reduced by the fact that a number of these cases 
have been reported merely as medical curiosities, and therefore 
with incomplete clinical reports. 

In attempting to make a clinical picture for the malady 
in question, I have been guided principally by the more common 
symptoms of appendicitis, viz., (1) Pain; (2) Tenderness; 
(3) The presence or absence of a mass; (4) Rigidity; (5) 
The temperature; (6) The pulse; (7) The presence or ab- 
sence of adhesions; (8) The history of previous attacks; and, 
in addition, I shall discuss certain other anamnestic data which 
are presumably characteristic for carcinoma in other parts of 
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the body, viz., (9) The age of the patient; (10) The sex of 
the patient, and (11) The question of heredity. 

(1) Pain.—Pain in the region of the appendix is noted in 
eleven of the fourteen cases, or in 78.5 per cent., viz., in Kelly’s 
case “b,” in Hurdon’s case, in Goffe’s case, in Stimson’s case, 
in both Harte and Willson’s cases, in Letulle and Weinberg’s 
case “a,” in McBurney’s case, and in Moschcowitz’s three cases. 
There was nothing characteristic about the pain in any one of 
the cases; in Hurdon’s case the pain was not even suspected to 
be due to the appendix, but was ascribed to a concomitant float- 
ing kidney. 

(2) Tenderness.—Venderness in the region of the ap- 
pendix was noted in ten of the fourteen cases, or in 71.4 per 
cent., viz., in Kelly’s case “b,” in Goffe’s case, in Stimson’s 
case, in both Harte and Willson’s cases, in Letulle and Wein- 
berg’s case “a,” in McBurney’s case, and in Moschcowitz’s 
three cases. Many of the reported cases are silent on this 
point; but pain and tenderness go so frequently hand in hand 
in all forms of appendicitis that it is safe to assume that ten- 
derness was present in all of those cases in which pain was a 
symptom. 

(3) The Presence or Absence of a Mass.—I do not refer 
at this point to the size of the tumor as found at the patho- 
logical examination, but only to the presence or absence of a 
mass to be felt by palpation through the abdominal walls. In 
none of the cases was the tumor palpable as such. 

Prior to operation the presence of a mass was noted in 
only four cases, or in 28.5 per cent., viz., in Kelly’s case “ b,” 
in Harte and Willson’s case “b,” in Letulle and Weinberg’s 


‘ 


and in Moschcowitz’s case In Kelly’s case there 
was to be palpated a mass three inches in diameter; in Harte 
and Willson’s case also a considerable mass was to be palpated ; 
while in Moschcowitz’s case a small mass was noted; in all 
three of these cases the mass was due to a concomitant peri- 
appendicular abscess. It may be worth while to note here that 
in Harte and Willson’s case “a” we find reported no distinct 
mass, but what appeared to be a thickened appendix could be 
palpated. 


case 
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(4) Rigidity —Rigidity was noted in four of the four- 
teen cases, or in 28.5 per cent., viz., in Kelly’s case “ b,” in 
both Harte and Willson’s cases, and in Moschcowitz’s case “ a.”’ 
In the greatest majority of the cases reported, this symptom is 
not commented upon; and it is also noticeable that, as was 
to be expected, the rigidity was noted only in those cases which 
were accompanied by the more acute inflammatory lesions, as 
abscess or gangrene. 

(5) The Temperature.—Very few, if any, deductions are 
to be made from the data regarding this symptom, as, with 
the exception of our three cases, the temperature is noted only 
in two others. One of these, Kelly’s case “b,”” was accompanied 
by an abscess, and had a temperature of 103.2° F.; while in 
the second case, Harte and Willson’s case “a,” the acute in- 
flammatory signs were so little marked that a practically nor- 
mal temperature prevailed throughout the entire course. 

In one of our cases, case ‘‘c,”” very high temperatures 
were noted both before and even for some time after the ex- 
tirpation of the appendix. However, we are convinced that 
this remarkable temperature curve was not in the slightest 
degree due to the condition of the appendix. While the abso- 
lute proof is still lacking, our impression was that the tem- 
perature in this case was due to some form of autointoxi- 
cation having its origin in the gravid uterus. This impression 
is confirmed by the fall of temperature after the evacuation of 
the uterine contents, in spite of the fact that even a most care- 
ful examination of the foetus, placenta, and membranes failed 
to reveal anything pathological. 

(6) The Pulse. 
so meagre in the various reports that absolutely no reliable 
deductions are to be made. As a matter of fact, we do not 
see that in the malady under discussion (unless very far ad- 
vanced) the pulse-rate could be of any importance; any in- 
crease in the pulse-rate would be rather due to the accompany 


ing inflammatory phenomena. In one of our cases, case “c,” 


The annotations regarding this point are 


it is true there was a marked increase in the pulse-rate, but 
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this, as already stated under “ temperature,’ was due probably 
entirely to extrinsic causes. 

(7) The Presence or Absence of Adhesions.—The pres- 
ence of adhesions was noted in seven of the fourteen cases, 
or in 50 per cent., viz., in Jessup’s case, in Kelly’s case “ b,” 
in Hurdon’s case, in Rolleston’s case, in Harte and Willson’s 
case “ b,” in Letulle and Weinberg’s case “ a,” and in Mosch- 
cowitz’s case ‘‘a.”’ Their absence was noted in four of the 
fourteen cases, or in 28.5 per cent., viz., in Harte and Will- 
son’s case “ a,”’ in McBurney’s case, and in Moschcowitz’s cases 
“b” and “¢;” it was not noted in the others. To the writer, 
the question of the presence or absence of adhesions appears 
to be of considerable importance. It may be safely assumed 
that a growing carcinoma in the intestinal tract will sooner 
or later form adhesions to the surrounding viscera, particu- 
larly after the growth has invaded the serosa. However, after 
a careful study of the recorded cases, one naturally comes to 
the conclusion that in none of the cases was the involvement 


b 


of the serosa so extensive that any existing adhesions could 
be definitely attributed to the actual presence of the new 
growth; on the contrary, it is our opinion that they were most 
probably due to the accompanying inflammatory process. 

(8) History of Previous Attacks.—This, again, is a ques- 
tion of considerable importance in the study of the subject; 
however, not so much from the stand-point of symptomatology, 
but rather from that of prognosis. If it can be proven with a 
positive degree of certainty that all cases of carcinoma of the 
appendix have been preceded by undoubted attacks of appendi- 
citis, or, better said, if it could be proven that a carcinoma, 
even if not always, but only sometimes, develops in appendices 
which have been the seat of a preceding acute or chronic in- 
Hammatory process, it would form another plea in favor of 
the radical procedure of extirpating every appendix which has 
been the seat of such an inflammatory process. But very little 
has been done in the study of this question; and it is decidedly 
to the credit of Letulle and Weinberg *® to have proven with 
some satisfaction the development of a carcinoma in two cases 
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of so-called “obliterating” appendicitis. In these two cases 
the carcinoma developed at the site of a stenosis, which in 
turn was caused by cicatrization of an ulcer in the mucosa. 
Harte and Willson also give expression to this view in their 
publication. 

On looking over the various histories, we find a history 
of previous attacks in eight of the fourteen cases, or in 57.1 
per cent., divided as follows as regards the number of the 
attacks and the duration of pain in the right iliac fossa. Rolles- 
ton’s case had four attacks; Goffe’s case had pain in the right 
iliac fossa for one year; Stimson’s case had three attacks; in 
Harte and Willson’s case “a” there were at least two attacks, 
and possibly more; in case “b’ there were previous attacks 
(number not stated), and patient complained for a long time 
of almost continuous pain in the appendicular region; Letulle 
and Weinberg’s case “a”’ had at least three attacks; McBur- 
ney’s case had at least two attacks; Moschcowitz’s case ‘ a”’ 
complained for several months of pains in the right half of 
the abdomen. 

There is no history of previous attacks of appendicitis in 
four cases, viz., in Kelly’s case “ b,” in Hurdon’s case, and in 
Moschcowitz’s cases “b” and “cc.” The question is not dis- 
cussed in the other reports. Of the twelve cases, therefore, in 
which this point is mentioned, we find a distinct history of pre- 
vious attacks of appendicitis in eight cases; in other words, this 
means that in 66.6 per cent. the carcinoma was preceded by 
acute inflammatory symptoms. I concede very readily that 
the reverse might also be argued, namely, that the carcinoma 
was of older standing, and that all the symptoms were due 
only to its presence. This is not by any means impossible, 
when one considers that the growth, impinging upon the lumen 
of the appendix, must cause a stenosis; and it is well known 
that appendices which are stenosed from any cause give defi- 
nite symptoms of appendicitis. While this may be brought 
as an argument by the over-cautious, it is more than probable 
that the obverse is the truth. Attention is called here again 
to the very able and convincing work of Letulle and Wein- 
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berg (loc. cit.). Abundant analogies might also be adduced 
from carcinomata in other regions of the body, where we not 
infrequently find these developing in cicatrices or on the basis 
of preceding ulcerations; it is an undisputed fact in pathology 
that malignant growths not infrequently develop as a result of 
long-continued irritation; attention is called here only to the 
scrotal carcinoma of chimney-sweeps and to the labial carci- 
noma of pipe-smokers, etc. 

The preceding eight symptoms referred particularly to 
the localization of the tumor in the appendix; the following 
three symptoms bear more particularly upon the question of 
the presence of the malignant tumor. 

(9) The Age of the Patient.—The study of this question 
has at all times received considerable attention in the making 
up of statistical reports on carcinoma; and, as a result of this 
study, the conclusion has been arrived at, that carcinoma, while 
by no means impossible, is at least seldom met with below the 
age of forty. Applying the question of age in carcinomata 
of the appendix, we find the following: 

Letulle and Weinberg’s case was twelve and one-half years 
old. 

Goffe’s case was fifteen years old. 

Kelly’s case “ b” was nineteen years old. 

Moschcowitz’s case “ b’”’ was twenty years old. 

McBurney’s case was twenty-three years old. 

Hurdon’s case was twenty-four years old. 

Harte and Willson’s case “ a’? was twenty-four years old. 

Moschcowitz’s case “ c’’ was twenty-four years old. 

Harte and Willson’s case “ b’’ was twenty-five years old. 

Rolleston’s case was twenty-six years old. 

Lartigau’s case was thirty years old. 

Jessup’s case was thirty-six years old. 

Moschcowitz’s case “ a’’ was thirty-seven years old. 

Stimson’s case was forty-four years old. 

Whipham’s case was forty-five years old. 

Mosse and Daunic’s case was fifty years old. 
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In five of the available twenty-one cases the age of the 
patient is not given. Leaving these five out of consideration, 
and utilizing for our analysis only the sixteen cases in which 
exact data are given, even at the first casual glance, one fact 
stands out in particular prominence, namely, the unusual early 
age in which carcinoma of the appendix predominates. In 
eleven of the sixteen cases, or in 68.7 per cent., the patients 
were at or below thirty; and in five only, or in 31.2 per cent., 
were they above that age. 

It is customary, for the sake of more ready supervision, 
to tabulate material of this nature by decades; if this is done, 
we would find the following figures : 

The first decade with no cases. 

The second decade with four cases. 

The third decade with seven cases. 

The fourth decade with two cases. 

The fifth decade with three cases. 

What is the reason for this striking difference in carci- 
noma of the appendix when compared with carcinomata in 
other parts of the body? It has already been mentioned that 
carcinomata of the appendix not infrequently develop on the 
basis of old inflammatory processes; it is also conceded, and 
it has also been our experience at the Mount Sinai Hospital 
and in private practice, that in the greatest majority of in- 
stances appendicitis occurs in the second and third decades of 
life; the natural conclusion must be that carcinoma develops 
in appendices most frequently at that time of life in which 
the acute inflammatory processes in the appendix are most 
common. 

In corroboration of this point, it is interesting to note 
that in none of the cases reported do we find an appendix which 
is the seat only of the new growth, but it is always accompanied 
by additional inflammatory changes. As this is, however, more 
in the realm of a pathological question, this will be discussed 
more in detail in that part of this work. 

(10) Sex.—The sex of the patient is noted in sixteen of 
the twenty-one cases of my report. Of these twelve, or 75 per 
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cent., were females. I give these figures for what they are } 
worth, without attempting any deductions. I do not know ! 
that there are any definite reasons which would predispose the | 
female sex to the development of carcinoma in the appendix. 
With the exception of the occasionally present appendiculo- 
ovarian ligament, the anatomy is identical in all respects in 
both sexes. At all events, this great preponderance in the ) 
female sex is, to say the least, singular. ) 
(11) Heredity.—Custom, perhaps, more than sound sci- | 
entific principle, has devoted some importance to the question 
of heredity in cancerous disease. An examination of our cases 
regarding this point has revealed the following facts. In two 
cases we find a fairly distinct hereditary history. In Hurdon’s 
case, a brother of the patient had a leg amputated for a “ can- | 
cer; and in Goffe’s case, a grandmother of the patient had a 
cancer of the uterus, and an aunt a cancer of the breast. In 
the remainder there was either no history of heredity or there 
are no remarks regarding this point. 


Il. THE PATHOLOGICAL ANATOMY. 

Under this heading we have to consider the following 
points: (1) The length of the appendix; (2) The size of the 
tumor; (3) The variety of the tumor; (4) The location of 
the tumor in the appendix; (5) The relation of the tumor to 
the walls of the appendix; (6) Accessory pathological find- 
ings. It is hardly necessary to remark that other questions, 
partly of a clinical nature, bear an important relation to the 
pathological anatomy, but, as these have already been con- 
sidered in the clinical part, they will not again be repeated at 
this place. 

(1) The Length of the Appendix.—The length of the ap- 
pendix was noted in twelve cases, viz., the appendix was four 
centimetres long in Mosse and Daunic’s and Letulle and 
Weinberg’s case “a;’’ five centimetres in Kelly’s case “ b;” 
six centimetres in Jessup’s case; seven centimetres in Mosch- 
cowitz’s cases “ b” and “ 7.5 centimetres in Moschcowitz’s 


case “a: ten centimetres in Hurdon’s case; eleven centi- 
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metres in Kelly’s case “a; four inches in Stimson’s and Mce- 
Burney’s cases; and fifteen centimetres in Harte and Willson’s 
case “‘a.’’ In Goffe’s case the appendix is stated to be unusually 
long; in the remainder the length of the appendix is not given. 
In other words, appendices of all lengths have been found to 
be the seat of carcinoma; there is evidently no particular rule; 
if anything, it appears that in the majority of instances the 
appendices were longer than the average. At all events, it 
cannot be said that anything of value could be argued from this 
finding. 

(2) The Size of the Tumor.—This point is of far greater 
importance than the one just spoken of. It is very much to be 
regretted that regarding this point some of the histories are 
absolutely silent. I have been able to find data only in fourteen 
of the reported twenty-one cases, viz., in two cases, Harte and 
Willson’s cases “a” and “b,” the tumor was only microscopi- 
cal, 1.e., no tumor at all was to be seen on macroscopical exami- 
nation; in Kelly’s case “ b’ the tumor was also very small, 
1.€., a cross section of the tumor occupied hardly three-fourths 
of the microscopical field when viewed with an A. A. Zeiss 
objective and a number two eye-piece; in Goffe’s case the tumor 
was five millimetres in diameter; in Kelly’s case “a” the 
tumor was six millimetres in diameter; in Letulle and Wein- 
berg’s case “c” the tumor was 1520 microns long and 143 
microns wide; in McBurney’s case the tumor was the size 
of a pea; in Letulle and Weinberg’s case “ b” the tumor was 
of the size of a cherry-pit; in Hurdon’s case the tumor was 
one centimetre long and 0.5 centimetre thick ; in Moschcowitz’s 
case “a” the tumor was nine millimetres long and seven milli- 
metres wide; in Moschcowitz’s case “b” the tumor was 1.3 
centimetres long and seven millimetres wide; in Moschcowitz’s 
case “‘c’’ the tumor was 1.2 centimetres long and seven milli- 
metres wide; and, finally, in Rolleston’s case the tumor was 
the size of a marble. In Letulle and Weinberg’s case “ d’”’ the 
size of the tumor could not be ascertained, on account of dis- 
integration of the tissues; in the remaining eight cases the 
size of the tumor is not stated. In other words, it is seen that 
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the tumor varied very much in size; it varied from a micro- 
scopic size to that of a marble. 

Of course, it would be an enormous advance in the diag- 
nosis of carcinoma of the appendix if we could palpate the 
tumor; and it is by no means excluded that, everything being 
favorable, a tumor of the size of a marble, could possibly be 
palpated; but as was seen from the reported cases, a tumor of 
this size was present in only one instance; a majority of the 
tumors was very small, some only microscopic in size; it is 
seen therefore that this symptom, which would be the only sure 
sign of a carcinoma of the appendix, is almost beyond our 
possibility. 

While there appears to be no doubt of the pathological 
diagnosis in any of the cases published, it is perhaps permissible 
to again call attention to the fact that a certain amount of care 
is to be paid in making the diagnosis of a carcinoma, particu- 
larly in those cases in which no tumor is to be seen macro- 
scopically. Two of the cases in my list (Harte and Willson’s 
cases “a’’ and “‘b’’) were, as already stated, so small that the 
carcinoma was discovered only in the routine microscopical 
examination. Judging merely from the description of the 
microscopical picture, and from the illustration attached 
(which, it is to be regretted, are merely reproductions of a 
very low power), there does not appear to be any doubt of the 
correctness of the diagnosis. Even without any reference to 
the cases in my list, it may not be amiss to sound a warning 
in making the diagnosis of a carcinoma in those cases in which 
no actual tumor formation is found; this warning applies par- 
ticularly to tumors of the intestinal tract. It is only since 
studying this question that my attention has been called to 
the work of Askanazy,'? wherein he calls attention to the in- 
flammation of the lymphatic vessels which accompany the sym- 
pathetic nerves, in inflammatory diseases of the peritoneum 
and intestines. We find in these cases the perineural lymph 
spaces more or less filled with cells, forming a picture not 
unlike that of a carcinoma alveolus; in a space where many of 
these lymphatics happen to be grouped together, the resulting 
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picture may very readily resemble such a tumor. As a matter 
of fact, Askanazy states that such findings have not infre- 
quently been mistaken for carcinoma, viz., ‘* Mir ist es sogar 
begegnet, dass ein nicht ungetibter Mikroskopiker mir die hier 
besprochenen Gebilde als mit Krebszellen injicirte Lymph- 
gefasse vorlegte.”’ 

(3) The Variety of the Carcinoma.—Many endeavors 
have been made by me to arrive at some uniformity regarding 
the question of the variety of the carcinoma, but all attempts 
have been futile. The cases are so varied and manifold in 
their description that if all the characteristics are to be taken 
into account, practically each and every case would have to 
be described as an entity by itself, and but very little would be 
gained by such a procedure. As a general thing, it might be 
stated that most of the cases correspond to that type known 
as ‘‘ adenocarcinoma ;”’ some of the cases, again, respond more 
to the description of “ alveolar carcinoma ;”’ and, finally, others 
show combinations of these two. Neither will a description 
of the proliferating cells throw much light upon the subject, 
as even, in this respect, there does not exist any unanimity in 
the cases which devote some space to this discussion. We find, 
for instance, the following cells described as polyhedral cells, 
low columnar cells, oval cells, polymorphous cells, epithelioid 
cells, ete. 

Our three cases are described by Dr. F. S. Mandlebaum, 
pathologist to the hospital, in the following manner: 


Case I.—I. S. The appendix is 7.5 centimetres long. Near 
the tip of the organ, and extending to within four millimetres of 
the tip, there is a well-defined tumor, nine millimetres long and 
seven millimetres wide, springing from the mucosa, and not seem- 
ing to infiltrate the muscular coats of the organ. 

Microscopical examination of the tumor. At the site of the 
tumor, the normal lymphoid tissue as well as the mucosa are 
absent. The tumor itself presents in parts a general adenomatous 
appearance, and a lumen is seen in most of the cell clusters. In 
some places the epithelial cells become more atypical, and show 
a tendency to proliferate into the surrounding tissue. A firm 
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connective-tissue stroma is present between the various islands 
of epithelial cells. Considerable acute inflammation is noted, as 
evidenced by a large number of leucocytes and a moderate amount 
of small lymphocytes. The circular coat of muscle-fibres is not 
involved by the tumor, but presents the usual characteristic ap- 
pearance of an acute inflammation, made apparent by a large 
collection of leucocytes running parallel to the muscle-fibres. The 
longitudinal layer of muscle-fibres, on the other hand, shows much 
involvement by tumor cells. The epithelial cells in this situation 
show the same general arrangement as in the tumor proper. The 
peritoneal surface is the seat of an acute purulent inflammation. 
No mitosis is apparent in the tumor. Auerbach’s plexus appears 
quite normal. The mucosa at the edge of the tumor shows ulcera- 
tion and acute purulent inflammation. 

Diagnosis.—Adenocarcinoma of the appendix, with infiltra- 
tion of deep muscularis; acute purulent inflammation (Fig. 4). 

Case II.—R. P. The appendix measures seven centimetres 
in length. A well-defined tumor is present 1.6 centimetres from 
the tip of the organ; the tumor is situated in the mucosa, and is 
1.3 centimetres long, and seven millimetres wide. 

Microscovical examination shows the following: The tumor 
springs from the mucosa, and does not infiltrate the muscularis, 
though at one place a slight extension into the submucosa has 
occurred. A well-marked capsule separates the growth from the 
surrounding tissues. No mucosa is left at the site of the tumor. 
The tumor proper consists of epithelial cells, arranged in nests, 
showing no tendency to the formation of any lumen; these nests 
are of various size and shape, and are all surrounded by fibrous 
connective tissue. A few leucocytes are scattered throughout the 
connective-tissue stroma. In one or two situations small collec- 
tions of lymphoid cells are noted. The tumor is very rich in cells, 
and the stroma is somewhat scanty. No evidences of active cell 
division are seen. No changes are noted in the appearance of 
Auerbach’s plexus. 

Diagnosis. —Medullary carcinoma (Carcinoma simplex) of 
the appendix; moderate acute inflammation (Fig. 5). 

Case III.—M. G. The appendix is seven centimetres long. 
At the extreme tip of the organ there is a tumor, 1.2 centimetres 
long and seven millimetres wide. This portion of the appendix 
is distinctly enlarged by the presence of the growth, but not 
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until the appendix is cut open does the tumor proper appear 
visible. It is distinctly confined to the mucosa. 

Microscopical examination. The growth is a typical medul- 
lary carcinoma, though at its free margin it somewhat resembles 
an adenocarcinoma in appearance. The connective-tissue stroma 
is only moderate in amount. Small groups of tumor cells are 
seen infiltrating both muscular coats of the organ. No mitosis is 
seen. Chronic inflammatory changes are present, principally on 
the surface of the tumor. Auerbach’s plexus appears normal. 

Diagnosis.—Medullary carcinoma of the appendix; chronic 
inflammation (Fig. 6). 


(4) The Location of the Tumor in the Appendix.—The 
location of the tumor in the appendix is indicated in nineteen 
of the histories. The tumor was situated at or near the tip 
of the organ in nine cases, viz., in Goffe’s case, in Letulle and 
Weinberg’s cases “b,” “cc,” and “d,” in McBurney’s case, 
in Lartigau’s case, in Rolleston’s case, and in Moschcowitz’s 
cases “a” and ‘“‘c;” in or near the proximal third in three 
cases, viz., in Kelly’s case “ b,” in Wright’s case, and in Whip- 
ham’s case; between these two points in seven cases, viz., in 
Jessup’s case, in Kelly’s case “a,” in Hurdon’s case, in Harte 
and Willson’s cases “a” and “b,” in Letulle and Weinberg’s 
case ‘a,’ and in Moschcowitz’s case “ b.””. The only matter of 
note in these findings is that only in a small minority, three 
cases, Or in 15.7 per cent., was the tumor located at or near 
the cecal end of the appendix; and it is not impossible that 
in a certain number of carcinomata of the caecum the primary 
beginning of the growth may have been in the appendix and 
not in the cecum. Attention to this point has already been 
called by a case operated upon at Thiersch’s clinic, and reported 
by Beger,’® and by a case reported by Regling.?? 

(5) The Relation of the Tumor to the Walls of the Ap- 
pendix.—Of more importance is the relationship which the 
tumor bears to the various coats of the appendix, particularly 
as to whether the carcinoma is primary in the appendix or 
only secondary to a carcinoma in another part of the body, 
more especially in some other intra-abdominal viscus. On look- 
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ing our list over, we find this relationship noted in fifteen of 
the twenty-one cases; and for the first time do we find a 
unanimity. This unanimity is so absolute that it is sufficient 
cause for the assumption that the rule holds good for all cases. 
In all these cases, from the largest to the smallest, no matter 
in what portion of the appendix the tumor was found, nor 
of what variety the carcinoma, the tumor was always situated 
in the mucosa, and, beginning in the mucosa, it infiltrates the 
other coats of the appendix. Corroborative of this point is the 
fact that the larger the tumor the deeper did this infiltration 
extend; in some of the larger cases even into the serosa. 

Carcinomata of the appendix, therefore (as is to be ex- 
pected), follows the general plan of primary carcinomata in 
other portions of the intestinal tract, namely, that they have 
their origin usually in the mucosa. This rule is so constant, 
that when one finds a tumor in the serosa of the appendix, in 
the course of an operation, it may be safely regarded as sec- 
ondary rather than as a primary growth. 

In this connection it is perhaps only just to again call 
attention to the correctness of the diagnosis in the case of 
Whipham (Joc. cit.), which has rather frequently been doubted 
by subsequent writers. In Whipham’s case there was found, 
in addition to the tumor in the appendix, also a carcinoma of 
the ovary as well as metastases in the liver and peritoneum. 
Upon this finding, and on account of the more frequent occur- 
rence of carcinoma in the ovary, some subsequent writers have 
doubted the diagnosis of primary carcinoma of the appendix, 
and claimed the case to be a primary carcinoma of the ovary. 
On examining Whipham’s article, however, we find it dis- 
tinctly stated that the carcinoma was situated in the mucosa 
and submucosa, and from this point on it also infiltrated the 
muscularis. I believe, therefore, that Whipham has judged 
his case correctly, and that his case belongs justly in the list 
of primary carcinomata of the appendix. 

(6) Accessory Pathological Findings.—Six of the cases 
make no statements regarding this point; in one case, Hur- 
don’s, we find that the appendix was not markedly diseased ; 
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in the remainder the appendix was distinctly diseased, varying 
from a simple catarrhal inflammation in the mildest to complete 
gangrene, with perforation, in the severest cases. In this con- 
nection, again, the question arises as to which was the primary 
and which the secondary lesion? Was the carcinoma primary, 
and was its simple presence sufficient to excite an inflammatory 
process? Or was the inflammation the primary lesion, and did 
the carcinoma develop upon it as a basis? It cannot be denied 
that there exists still a third possibility, namely, that both are 
absolutely independent lesions, and that they have nothing to 
do with each other. However, from a study of the cases, the 
writer has gained the impression that the weight of evidence 
is most emphatically in favor of assuming that the inflamma- 
tory process was primary, and that the carcinoma developed 
secondarily, upon the basis of the inflammation. This assump- 
tion is based upon the following factors: 

(1) That no case (I except Hurdon’s case, in which the 
statement is made that the appendix was not markedly dis- 
eased) has been reported in which no other lesion, excepting 
the carcinoma, was found. 

(2) That practically all the cases reported (again | ex- 
cept Hurdon’s case) were associated with some degree of in- 
flammation. 

(3) That in many of these cases we find mention of 
stenoses and of complete obliterations of the lumen of the ap- 
pendix; lesions which must have existed a considerable time 
before the onset of the carcinoma. 

(4) That the greatest majority of the cases give a history 
of one or more antecedent attacks of appendicitis. 

(5) That the carcinoma in all cases begins in the mu- 
cosa, that is, in that coat of the appendix in which the inflam- 


matory lesions are most marked. 

(6) The accurate and painstaking deductions of Letulle 
and Weinberg (Joc. cit.), which prove with certain conclusive- 
ness that in their cases the carcinoma developed on top of an 
obliterating appendicitis. Letulle and Weinberg give the fol- 
lowing résumé of their work: “ A la suite d’une appendicite 
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ulcereuse aigue, et vraisemblement nécrosante, terminée par 
symphyse de la couche sous-muqueuse (obstruction totale), 
una partie circonscrite (peut-etre le cul-de-sac d’une glande 
de Lieberkthn non détruite) a été enclavée dans la cicatrice 
et est devenue, secondairement, l’origine d’une evolution can- 
céreuse. Ce cancer, ainsi developpé au contact d’un tissu de 
cicatrice, a pu s'infiltrer successivement a travers les couches 
musculeuses et sousséreuse, sous-jacentes. Plus tard, l’infec- 
tion carcinomateuse a fusé, par les voies lymphatiques sous- 
séreuses et remonté plus ou moins haut, le long des parties non 
obstruées de l’appendice; en méme temps, les colonies carcino- 
mateuses descendent vers l’extrémité libre.” . . . “ Asa result 
of an acute ulcerative and probably gangrenous appendicitis, ter- 
minating by a union of the submucous coat (total obstruction ), 
a circumscribed portion (possibly the cul de sac of an unde- 
stroyed gland of Lieberktthn ) has been enclosed within the cica- 
trix, and has secondarily become the origin of a cancerous evo- 
lution. The cancer thus developed by contact from a cicatri- 
cial tissue has been able to infiltrate successively the various 
subjacent muscular and submucous coats. Later the carcino- 
matous infection has spread by the way of the subserous lym- 
phatics, and has risen more or less into the unobstructed por- 
tions of the appendix; at the same time the carcinomatous 
columns descend towards the free extremity.” 

It is not my province to enter at this place into a detailed 
discussion of the genesis of carcinoma, but because the findings 
and theories of Ribbert?® are so eminently corroborative of 
the hypothesis set forth above, it is perhaps permissible to al- 
lude to this question. Ribbert claims that carcinomata are 
merely overgrowths of normal epithelium which has been de- 
tached from its normal site. This detachment, he claims, is 
the result of a previous inflammatory process, whereby the 
proliferating connective tissue penetrates between the epithelial 
cells, and ultimately encloses them in a sheath of their own. 


The epithelial cells, having been separated in this way from 
their normal habitat, proliferate in an abnormal manner and 
produce the lesions of carcinoma. In other words, Ribbert 


{ 

| | 
i 


g16 ALEXIS V. MOSCHCOWITZ. 


assumes a primary inflammation in all cases of carcinoma, and 
our findings in carcinomata of the appendix substantially cor- 
roborate this view. 

Résumé.—I have gone at some length into the discussion 
of the various signs, symptoms, and anamnestic data regarding 
the question of the primary carcinomata of the appendix; per- 
haps longer than the subject would warrant. In spite of this, 
it does not appear to me that, with our present knowledge, we 
have reached a stage where we can recognize the disease prior 
to operation, or, for that matter, even after operation, before 
the microscopical examination. We have, however, obtained 
the following data from our study: 

(1) No exact figures can be given regarding the fre- 
quency of primary carcinoma of the appendix. It is certainly 
very rare, when compared with the enormous frequency with 
which the inflammatory diseases of the appendix occur. It is, 
however, not impossible that in time we shall have to modify 
our opinion regarding this point, as it appears that more and 
more cases are being reported, particularly in the last few 
years. 

(2) It appears that all “ primary” carcinomata of the ap- 
pendix begin in the mucosa. 

(3) It seems more than probable that all primary carcino- 
mata of the appendix take their origin in some preceding in- 
flammatory process. 

(4) Primary carcinoma of the appendix is most frequent 
at that time of life in which the inflammatory diseases of the 
appendix are most frequent; and this accounts for the early 
age of most of the patients reported. 

(5) Primary carcinoma of the appendix is more frequent 
in the female sex than in the male; the cases reported admit 
the ratio of three to one. 

(6) If it shall prove true that primary carcinomata of the 
appendix originate in the inflammatory processes, it forms an 
additional argument for the removal of the appendix, once dis- 
eased. 
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EXCISION OF THE SCAPULA FOR PROGRESSIVE 
CHRONIC INTERSTITIAL MYOSITIS ASSO- 
CIATED WITH OBLITERATING 
ENDARTERITIS. 


BY WILLIAM B. HOPKINS, M.D., 
OF PHILADELPHIA, 


Surgeon to the Pennsylvania Hospital. 


THE history of this very rare case may be summarized as 
follows: E. D., aged eight years, colored, was admitted to the 
Pennsylvania Hospital, December 9, 1901. He had fallen upon 
his left shoulder two months before. An abscess followed the 
contusion and pointed near the summit of the shoulder. After 
healing, it reopened in a few days, and there remained a sinus, 
which continued to discharge freely, and communicated with 
what appeared to be carious scapula. A month later a mass of 
almost bony hardness began to develop over the body of the 
scapula, and a skiagraph taken at that time clearly indicated that 
the mass was in part, at least, composed of bone. Four months 
later the mass having continued to grow into a dome-shaped 
tumor, which corresponded in outline to the body of the scapula, 
the child was etherized and the scapula excised. Preparatory to 
the excision, an exploratory incision was made half an inch to the 
upper side of the inner border of the scapula. A fragment of the 
mass was removed, and a hasty examination of a frozen section 
led to the conclusion that the growth was a sarcoma. The opera- 
tion was proceeded with after the method of Ollier, all of the 
tissues overlying the bone, except the integument, being removed 
with the latter. The only detail of the procedure that may be 
mentioned was the easy arrest of hemorrhage obtained by getting 
perfect control of the bone with heavy lion-jawed forceps. In this 
way, after the superficial attachments had been divided, it was 
possible to elevate the bone and clearly expose vessels as they 
were divided. 

The child made an uneventful recovery, there being moderate 
suppuration for a short time, when the wound closed permanently. 
An examination of the growth subsequently made proved that it 
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was not one of a sarcoma, but of progressive chronic interstitial 
myositis associated with obliterating endarteritis. 

Sections through the muscles attached to the scapula show 
the following condition reported from the Ayer Laboratory : 

The muscle-fibres in some sections are separated by a large 
amount of fat. Between the fat, the muscle-cells lie either in 
single narrow bundles with proliferation of nuclei and irregular 
ill-defined striations, or in small masses composed of several such 
muscle-bundles. In other sections areas of muscles have under- 
gone complete degeneration, only here and there the nucleus 
retaining the strain. Between these areas the muscle-bundles are 
seen, some of them’ partially degenerated, others small, without 
striations and showing proliferation of the nuclei. Many of the 
fibres are broken and curled. In cross-section they bear a close 
resemblance to epithelioid cells with ingested nuclei. These areas 
of degenerating muscle are infiltrated with small and round cells, 
epithelioid cells, and a few polymorphonuclear leucocytes. About 
the cells are masses of small round cells with deeply staining 
nuclei. Capillaries are numerous in all these areas. In other 
sections the complete degeneration of the muscle is not so exten- 
sive, and here the masses of partially degenerating muscle com- 
prise the greater portion of the section. 

In all the vessels a very marked endarteritis is present, which 
becomes obliterative in the smaller vessels and almost closes the 
larger ones. 

A functional recovery of the upper extremity eight months 
after the operation was remarkable. The child could push and pull 
with the arm with considerable force. His general condition was 
satisfactory, and there was no sign of recurrence of the disease. 
In connection with this case, it may be interesting to review the 
following list of similar operations, the very large proportion of 
which have been done for sarcoma. 
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INSTRUMENTS FOR USE THROUGH CYLINDRICAL 
RECTAL SPECULA, WITH THE PATIENT 
IN THE KNEE-CHEST POSTURE. 


BY HOWARD A. KELLY, M.D., 
OF BALTIMORE, 


Professor of Gynecology in the Johns Hopkins University. 


For examining the rectum in its different portions from 
the anal orifice up into the sigmoid flexure, | have had a great 
variety of specula made, from the very shortest, not much 
over an inch in length, to the longest, about thirty centimetres ; 
the diameter of these specula varies from about four centi- 
metres down to one and one-half and one centimetre. The 
smallest sizes are necessary in examining through strictured 
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Rectal scoop. 


areas. I have thus had upward of forty specula made alto- 
gether, many of them being devised simply to fit particular 
cases. 

My method of examining and treating the rectum under 
air inflation, naturally induced in the knee-chest posture by 
elevation of the pelvis, has also brought with it the necessity 
for certain auxiliary instruments for removing pieces of tissue, 
for swabbing, for treatments, etc. 

Some of the instruments I have gradually accumulated 
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for these purposes are the following: a scoop, a packer, a 
powder insufflator, alligator forceps, tenacula, tenaculum for- 
ceps, scissors, and knives. 

These instruments all necessarily have two features in 
common,—a handle, about eight or ten centimetres in length, 
bent downward at an angle of 45 degrees from the instrument 
proper, and a shank long enough to be used through the longer 
specula, that is to say, from fifteen to twenty-five centimetres 
in length. 

The rectal scoop (Fig. 1). The scoop is a little spoon on 
the end of one of these long handles, bent at an angle of about 
70 degrees to the shank of the instrument, in a direction oppo- 
site to that of the handle, used to clear the bowel or the lumen 
of the speculum of any fzecal masses which enter it. 


Fic. 2. 
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Packer 


The packer (Fig. 2). The packer is simply a blunt fork 
like my vaginal packing instrument, used for carrying cotton 
or long strips of gauze through the speculum and packing it 
into the bowel, so as to make a prolonged application to a dis- 
eased area. Sometimes I tampon or fill up the rectum for 
several inclies in this way, leaving a string hanging outside of 
the bowel by which the tampon can be withdrawn. At other 
times I leave the tampon im situ without any string, expecting 
the foreign body to be passed when the bowel is moved natu- 


rally. Cotton tampons often pass without the patient being 
aware that the evacuation is other than a normal one. 
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Powder shovel (Fig. 3). The powder shovel is used with 
an insufflator to convey powder up into the bowel beyond the 
end of the speculum. The powder is then diffused over the 


Fic. 3; 


Powder shovel. 


diseased surface by insufflation, through compressing a rubber 
ball attached at the end of the tube. 

Alligator forceps (Fig. 4). The alligator forceps resem- 
bles those used by throat specialists, only they are larger, the 
jaws being two and one-half centimetres in length and four 
millimetres in width. These are provided with teeth at the 
end to hold the tissue grasped. 


Fic. 4. 


Alligator forceps. 


Tenaculum. The tenaculum is simply a uterine tenaculum 
about twice the ordinary length. It is valuable in transfixing 
and lifting up a bit of tissue to be removed by the scissors. 

Scissors (Fig. 5). The scissors are made with a bent 
handle like the other instruments and with long shanks about 
twenty centimetres to the lock; they work in a vertical direc- 
tion. In one pair of the scissors I have had the cutting surface 
made about three centimetres in length, with fine saw-teeth 
on each blade. These are invaluable in snipping off little pieces 
of suspected tissue for microscopic examination. 
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Tenaculum forceps (Fig. 6). The tenaculum forceps is 
made to work like the alligator forceps, and serves to pick 
up cotton or catch any other foreign body lodged high up in 
the rectum. 


Fic. 5. 


Saw-teeth scissors. 


Knife. The knife is also made in the way common to all, 
with a delicate blade one and one-half centimetres long by three 
millimetres in width, turned upward at an angle of about 35 


degrees. 
Fic. 6. 
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Tenaculum forceps. 


| have also devised a needle, on a long arm like the other 
instruments, with an eye in the end for the purpose of carry- 
ing a piece of silk through the pedicle of a polyp at any point 
in the bowel above the ampulla, with the expectation of catch- 
ing the silk and drawing it out of the eye with the tenaculum 
after the transfixion. The needle should then be withdrawn 
and the ligature tied, making counterpressure at a point beyond 
the tumor with the fork of the packing instrument. 
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TRANSACTIONS 


OF THE 


NEW YORK SURGICAL SOCIETY. 


Stated Meeting, February 11, 1903. 


The President, Luctus W. Horcukiss, M.D., in the Chair. 


PERFORATING ULCER OF THE STOMACH. 

Dr. JoHN F. ErpMANN presented a man, thirty-seven years 
old, a tailor by occupation, who was seen in consultation with 
Dr. D. H. Jones, on January 18, 1903, at three o'clock in the 
afternoon. The patient stated that on the previous day, just 
eighteen hours before his admission to the hospital, he had a 
sense of uneasiness in his abdomen following a light lunch, and 
was suddenly seized with a sharp attack of pain, constant, but 
with cramp-like exacerbations, extending from right to left above 
the umbilicus. At its onset the pain was most intense in the epi- 
gastrium; it became generalized after a few hours, but upon 
deep pressure the point of greatest pain was still in the region 
of the pit of the stomach. He also complained of marked tender- 
ness in the region of the appendix. The right rectus was rigid 
at the usual segment, as seen in appendicitis, but, in addition, the 
upper segment was more rigid and resistant. 

A diagnosis of perforation of the stomach or duodenum was 
made, and the abdomen was opened through the upper segment 
of the right rectus. Upon opening the peritoneal cavity, a bile- 
stained, cloudy fluid was extruded; this contained flakes of fibrin, 
but no food particles. The surrounding viscera were congested 
and covered with fibrin flakes. After sponging out five or six 
ounces of bile-stained fluid from Morrison’s pouch and this re- 
gion, the general peritoneal cavity was walled off with gauze pads 
and a search made for the duodenal portion of the stomach. On 
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the anterior wall of the stomach, near the lesser curvature, and 
half an inch from the pylorus, a perforation about the size of a 
crow’s quill was found, through which gas and a yellow fluid 
were escaping. ‘The opening was round and clean-cut, and sur- 
rounded by an area of infiltration about the size of a silver quarter. 
The opening was closed with three purse-string sutures, and, 
after sponging Morrison’s pouch and the exposed area with 
peroxide of hydrogen and salt solution, the abdomen was closed, 
without drainage. 

The patient made an uneventful recovery, with the exception 
of a subcutaneous hematoma which developed in the site of the 
incision, and later broke down and was drained. He was given 
nothing by the mouth until the eighth day, when small quantities 
of milk and peptonized broth were allowed, and during the past 
week he had taken solid food. A careful inquiry into his history 
preceding the onset of his attack of pain failed to elicit any symp- 
toms of gastric disturbance. 


PERFORATING ULCER OF THE STOMACH. 

Dr. Josepu A. BLAKE presented a man, forty-seven years of 
age, who was admitted to the Roosevelt Hospital on December 4, 
1go2, with the following history: The previous and family his- 
tory was negative. lor eleven vears he had attacks of epigastric 
pain, sometimes accompanied by tenderness in the right iliac 
fossa. ‘These attacks bore no relation to the ingestion of food, 
and lasted only from two to five hours. There had been no attacks 
in two vears. There was an indefinite history of slight indigestion. 

At 9 A.M. on the morning of admission, he experienced a 
sudden very severe pain in the epigastrium, accompanied by 
nausea but not by vomiting, and by extreme tenderness of the 
whole right side of the abdomen. The pain was so severe as to 
be unbearable. He was brought to the hospital at 11 A.M. still in 
severe pain. The abdomen at that time was scaphoid; there was 
marked general rigidity excepting the left lower quadrant. The 
liver-dulness was normal. The tenderness was most marked at 
the upper part of the right rectus and at the right iliac fossa. He 
was given eight minims of Magendie’s solution. 

The temperature was 100° F.; pulse, 78; respirations, 24. 
When seen by me six hours later there was no pain whatever. 
The abdomen was not distended, and percussion was normal ; 
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there was only slight tenderness at the upper part of the right 
iliac fossa and at the upper part of the rectus abdominis. The 
rigidity had also disappeared, with the exception of a slight 
amount over the upper part of the right rectus. The temperature 
and pulse were the same as on admission. The leucocyte count 
was 16,000. This and the history of severe pain and rigidity 
decided him to operate. 

The diagnosis was in doubt, but ulcer of the stomach was 
practically excluded on account of the subsidence of the symptoms, 
and from the fact that there had been no gastric history. An 
incision was first made over the appendix, and it was found bound 
down by old adhesions and surrounded by an abundant seropuru- 
lent exudate. It was removed before it could be demonstrated to 
be intact. The pus was coming from above, and the characteristic 
odor of stomach contents was noted. An incision was therefore 
made in the median line above the umbilicus and a perforated 
ulcer at the anterior surface of the pylorus found. The diameter 
of the perforation was seven millimetres, of the ulcer and its in- 
durated margin, 3.5 centimetres. The stomach contents were 
flowing freely from it. As more than half of the pyloric ring 
was involved, an excision and pyloroplasty were done, the line 
of suture running at right angles to the axis of the gut. Silk 
was used. The portion removed measured 4.5 by 3.5 centimetres. 
The peritoneal cavity was washed out and closed. 

Convalescence was uneventful, the temperature never going 
above 101° F., and reaching normal in four days. 

Dr. ERDMANN said he wished to emphasize the point brought 
out by Dr. Blake, that digestive symptoms may be entirely absent 
in these cases. Ata recent meeting of the Surgical Section of the 
New York Academy of Medicine, this question came up for dis- 
cussion, and one of the speakers had insisted that in all cases of 
ulcer of the duodenum or the duodenal portion of the stomach the 
gastric symptoms were well marked. Dr. Erdmann said this was 
not in accord with his own experience, which covered six cases, 
in five of which he had operated. In all of the cases the perfora- 
tion was in the duodenum, and in none of them were there any 
digestive disturbances; no vomiting or intestinal discharge. In 
the case of perforation of the stomach which he had just presented, 
there were absolutely no gastric symptoms. The only point of 
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he got rid of a tapeworm. In his remarks regarding the absence 
of gastric symptoms, Dr. Erdmann said he limited himself to 
cases in which the perforation was in the duodenum or near the 
duodenal orifice of the stomach. 

Dr. HotcHKiss said he thought it was Mayo Robson who had 
called attention to the fact that a perforation of the stomach or 
duodenum not infrequently simulated appendicitis on account of 
the rapid gravitation of the liquid to the right iliac fossa and 
gave rise to acute symptoms in that region. 

The speaker said he was glad to note the fact that in Dr. 
Blake’s case, as well as the one shown by Dr. Erdmann, the wound 
was closed without drainage. In the only two cases of this kind 
that had come under his care, Dr. Hotchkiss said he had resorted 
to immediate closure of the wound. In one of the cases Morri- 
son’s pouch was filled with débris; this was sponged out, washed 
with H,O.,, followed by abundant salt solution, and the wound 
closed entirely. This patient recovered. In the second case, 
which was one of perforation of the posterior wall of the stomach, 
with a very wide-spread peritonitis, the patient died in twenty-four 
hours. 

Dr. BLAKE said that in a case which he recently had in the 
hospital the perforation had existed for a week at the time of 
operating. There was a large collection of pus in the left upper 
segment of the abdomen, which ruptured into the general peri- 
toneal cavity on the day of the patient’s admission to the hospital. 
The peritoneal cavity was freely washed out and drained, and for 
the following ten days her condition was so satisfactory that her 
recovery was predicted. On the tenth day, however, she was 
moved to another ward, and exerted herself to some extent, pos- 
sibly breaking down some adhesions. At all events, on the fol- 
lowing day her pulse and temperature went up, and she died four 
or five days later of general sepsis. 

Dr. ErpMANN said that in certain instances, after perforation 
of the stomach, the Bacillus pyocyaneus had been found in the 
discharged gastric contents. In one of his own cases these bacilli 
were found in large numbers, and the patient died in a peculiar 
condition of coma, which was attributed to the presence of this 
micro-organism. 
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ADENOLIPOMATOSE SYMETRIQUE. 

Dr. ERDMANN presented a man, thirty-one years old, an 
alcoholic, who, about August, 1902, noticed that his neck had 
enlarged to a great extent, requiring several sizes increase in his 
collar. He thinks it grew to twice its size in thirty days. No 
pain in the growths, but they are uncomfortable. There is no 
pain or difficulty in swallowing or speaking. ‘The first evidences 
of enlargement were noticed behind and below the ears. His 
wife had noticed an enlargement of his neck for a year. 

Examination now shows a series of semifluctuating, lipoma- 
tous-like, circumscribed masses, bilateral in their arrangement in 
the following situations: postcervical and suboccipital, antero- 
lateral cervical, submental region, supraclavicular, and some few 
nodules on the chest wall. These tumors the patient states ap- 
parently increased and then decreased in size. These masses, as 
a result of their symmetrical arrangement and their anatomico- 
pathological structure, have been given the name, by the French, 
of adénolipomatose symétrique. This condition is usually found 
in the male, and patients suffering from the disease are said to be 
prone to tuberculosis. 


DIFFUSE PERITONITIS. 


Dr. BLAKE presented a girl, aged twelve years, who was 
admitted to his service at the Roosevelt Hospital, July 2, 1go02, at 
II P.M., with a diagnosis of gangrenous appendicitis and spread- 
ing peritonitis. She had had one attack of appendicitis four years 
before. The present attack was of two days’ duration, com- 
mencing with characteristic pain and vomiting, which persisted 
until admission. 

On admission, her temperature was 101.6° F.; pulse, 124; 
respiration, 44. There was a marked degree of prostration, facies 
abdominalis, tongue coated, lips red and dry. There was no gen- 
eral abdominal distention; the liver-dulness was normal, general 
abdominal rigidity and tenderness most marked in right iliac 
fossa. In view of Dr. Ochsner’s and Dr. Mayo’s views expressed 
at the last meeting of the American Medical Association, he 
decided to try their treatment of such cases. Therefore the stom- 
ach was washed out, the rectum was emptied with a simple enema, 


and an ice-bag applied. 
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Ten hours later the abdomen was distended, and there was 
loss of liver-dulness; the pulse was 144, irregular, of poor force, 
and the respirations were 36. 

Operation was then performed. Kammerer incision three 
inches in length. The appendix was found perforated; the whole 
right side of the abdomen and pelvis was full of yellow pus; the 
left side, and even the region about the spleen, was filled with 
white pus. 

The parietal and visceral peritoneum was congested and cov- 
ered with fibrinous plaques. After removal of the appendix, the 
abdomen was washed out with large quantities of saline solution 
until the return was clear; it was then partially dried. The 
abdominal wound was then closed in layers. No drainage was 
employed. The duration of the operation was thirty-one minutes. 
During the operation a large saline infusion was given. 

The after-course was characterized by marked sepsis. The 
abdominal wound, infected apparently from the peritoneal cavity, 
suppurated. Finally, in two weeks there was improvement, and 
then shortly the temperature began to become irregular and rise, 
and an indefinite mass was made out in the left iliac fossa. The 
original wound by this time was nearly healed. 

An incision was made in the left side, and an abscess in the 
left iliac fossa and upper part of the pelvis was evacuated. This 
was followed by temporary improvement, but in a short time 
another abscess was found and emptied, which was situated above 
the other and separated from it by the sigmoid mesocolon. The 
convalescence after this was gradual but steady, and she left the 
hospital on August 31, nearly nine weeks after her admission. 

The chief points of interest in this case are, firstly, the delay- 
ing of the operation, which in this case certainly did not better 
the patient’s condition; secondly, the closure of the abdomen 
without drainage, and the development of secondary abscesses at 
a point which would not have been drained had drainage been 
instituted. 


The speaker said that he had treated a number of such cases 
without drainage, and, as far as he could state at present, the 
percentage of recoveries was greater than with drainage. 

In these cases deep infection of the abdominal wound is apt 
to occur, apparently from the peritoneal cavity. In one other 
case, done at about the same time as this, a subphrenic abscess 
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developed as a late complication, which was opened, and the 
patient made a good recovery. In his other cases no such compli- 
cation had arisen. 

Dr. Horcuxiss said that in a recent case of diffuse peri- 
tonitis which was not as extensive as the one shown by Dr. Blake, 
he sewed up the peritoneum, and then drained the space external 
to it. He thought that by this practice, in certain cases, infection 
of the wound might be avoided. 

After the appendix had been removed, he thought the ab- 
sorptive power of the peritoneum could be relied upon to deal 
with remaining fluids far better than artificial drainage; and he 
regarded the removal of the diseased appendix in every possible 
case as the essential feature to the success of the procedure. 

Dr. BLAKE said that in these cases of diffuse peritonitis he 
was in favor of draining the superficial wound after closing the 
peritoneum. Before he resorted to this method, he had in a num- 
ber of instances suppuration of the wound follow complete closure 
of the abdomen. By draining the external wound, however, his 
results had been better. 

Dr. Blake said the peritoneum seemed to possess a wonderful 
power in the way of getting rid of infectious products. The most 
essential thing, in dealing with these cases, was to remove the 
source of the infection. Ochsner and Mayo had reported cases 
of diffuse peritonitis in which they obtained good results by 
washing out the stomach, and then keeping the patient completely 
at rest for a few days before undertaking an operation. The 
speaker said that in the case he had shown, he started in to treat 
the patient along those lines, but the outlook after ten hours 
became so serious that an operation was immediately done to save 
the patient’s life. In those cases where the operation is delayed, 
the peritoneum must not only take care of the exudate, but also of 
the cause of the infection. It therefore seemed reasonable to 
remove the appendix, if that is the cause, and then institute the 
rest treatment of the peritoneum. 


RUPTURE OF THE INTERNAL MENISCUS OF LEFT KNEE. 

Dr. BLAKE presented a young man who was operated upon 
by him three weeks before for a rupture of the internal meniscus 
of the left knee. Seven weeks before he had slipped on an icy 
side-walk, and a man who was walking with him fell against his 
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extended leg, causing a severe wrench of the knee; this was fol- 
lowed by an effusion into the joint and an inability to extend the 
leg on thigh within twenty degrees of the normal, which deformity 
persisted until the operation. 

At the operation the internal meniscus was found split for 
practically its whole length, the fissure extending through the 
thick peripheral portion about two millimetres from the attach- 
ment of the coronary ligaments. The split-off portion remained 
attached at both extremities in front of and behind the crucial 
ligaments. These attachments were divided with a tenotome, and 
the fragment, which was five centimetres long and a centimetre 
wide at its widest part, removed. The sharp edge of the fragment 
was frayed out, evidently from inclusion and pressure between 
the tibia and fibula. 

The wound healing was perfect. The motions are unim- 
peded, except extreme flexion beyond ninety degrees, and he is 
now beginning to walk without inconvenience. 


PRIMARY TYPHOIDAL PERFORATION OF THE GALL- 
BLADDER. 

Dr. JoHN I. ERDMANN read a paper with the above title, for 
which see page 878. 

Dr. BLAKE asked Dr. Erdmann whether there was much 
inflammation or gangrene of the gall-bladder wall in the case 
he had reported in his paper. The speaker said he had had two 
cases of spontaneous rupture of the gall-bladder, and in neither 
of them was there any necrosis of the bladder-wall. One case 
was that of an elderly woman whose gall-bladder was somewhat 
distended. In the other case, which was still under treatment, 
there were no stones in the gall-bladder, but there were some 
evidences of a cholecystitis. The contents of the bladder had not 
escaped, this having been prevented by adhesions to the lesser 
omentum. In both cases the gall-bladder was removed. In the 
first case, the rupture had existed for a week, and a general peri- 
tonitis had followed the secondary rupture of a localized purulent 
collection. The patient died. In the second case, the contents of 
the gall-bladder were clear, and the patient was making an un- 
eventful recovery. 

Dr. ERDMANN, in reply to Dr. Blake, said the mucous sur- 
face of the gall-bladder was studded with a number of small 
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ulcers, which had evidently originated in the follicles, and one of 
these had burrowed down through the mucous and muscular coats, 
leaving only the serous coat, which had become distended with bile 
and finally ruptured. The tissues of the gall-bladder were very 
friable. There were no adhesions. 

Dr. RoyaL WHITMAN said that apparently this condition of 
primary typhoidal perforation of the gall-bladder could only be 
positively recognized by direct examination, either at autopsy or 
operation. It did not follow, then, that because twenty-seven 
non-operative cases had been discovered at autopsy, all cases died 
from this complication. The statistics quoted were therefore of 
little value other than to prove that a certain proportion of opera- 
tive cases recovered. His criticism was, of course, purely from 
a statistical stand-point. 


LITTRE’'S HERNIA (STRANGULATED PARTIAL ENTERO 
CELE). 

Dr. HorcHkiss presented a specimen with the following his- 
tory: A man, sixty-four years old, was admitted to hospital 
during the evening of February 9 of the present year with a 
history of having suffered for three years from a small hernia 
which had always been easily reducible, but on the previous even- 
ing (February 8), while the patient was at supper, it slipped from 
underneath the truss, and he was unable to replace it. It began 
to swell, and a small cyst-like tumor appeared in the upper part 
of the scrotum, which was irreducible. The following morning 
he commenced to vomit, and had a little pain in the left side of 
the abdomen, but none over the tumor, which was slightly tender 
on pressure. The bowels were moved by an enema, but no gas 
was passed. 

On admission to the hospital, there was no abdominal dis- 
tention, and the pain was inconsiderable. A _ cyst-like, rather 
tender mass was felt in the scrotum. No hernia was palpable in 
the canal at that time. The patient's temperature was 100° F. 
He was put to bed and given an enema, which produced a large 
movement, but no gas. He slept fairly well that night, and the 
following morning he did not vomit or complain of any pain. 
The abdomen was slightly tender, but there was no distention, 
and no mass could be felt in the ring. The canal appeared to be 
occupied by a somewhat tender and slightly enlarged cord. The 
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patient soon afterwards began to suffer from hiccough, and when 
Dr. Hotchkiss first saw him on Tuesday afternoon, it was decided 
to operate. The cyst proved to be the hernial sac, distended with 
bloody fluid, and when the canal was slit up, a knuckle of what 
proved to be small intestine, bluish in color, was found tightly 
grasped in the neck. The case was a typical partial enterocele, 
involving two-thirds the cylinder of the small gut. This was 
gangrenous, and necessitated a resection and an end-to-end anas- 
tomosis with Murphy’s button. 

Dr. GeorGe D. Stewart referred to a similar case which he 
saw at St. Vincent’s Hospital. The patient was a woman, who 
had a swelling which was regarded as an inflamed gland by one 
physician whom she consulted. There was no obstruction of the 
bowels, no tympanites, and very little pain or temperature. After 
forty-eight hours her symptoms became slightly aggravated, and 
an incision revealed a femoral hernia. The loop of small intestine, 
which was pinched in the femoral ring, had only been partially 
occluded, which explained the mild symptoms. 

In another case recalled by Dr. Stewart, the patient was a 
man who was suffering from inguinal hernia. The symptoms 
were very severe, and an immediate operation was done. Nothing 
but omentum was found in the hernial sac, and the condition of 
the omentum was not such as to explain the symptoms of shock 
and sepsis from which the patient was evidently suffering. A 
further search was thereupon made, and at the bottom of the 
hernial sac some curious bodies were found, which proved to be 
pieces of chestnuts that he had eaten a few days before. These 
had escaped through a disk-shaped perforation in the small intes- 
tine. The latter had become reduced after sloughing was com- 
plete, and had infected the entire peritoneum. The man died in 
a few hours of a general peritonitis. 

Dr. Woorsey said he had seen two cases of Littré’s hernia, 
one inguinal and one femoral. The latter was in a woman in 
whom the gut could be replaced after being enveloped in gauze 
moistened in hot saline solution over night. The speaker said he 
had recently operated on a curious hernia of the inguinal region 
which had been completely strangulated for six days. There was 
a tense swelling behind the external ring and the inguinal canal. 
On slitting up the latter, a large sac was exposed lying still 
further outward and upward and containing a mass of omentum 
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and a loop of purplish gut. This sac lay behind the conjoined 
tendon, and apparently in front of the transversalis fascia. The 
internal ring, where the constriction occurred, was just internal to 
and nearly on a horizontal line with the anterior superior iliac 
spine. At this constriction the gut was gangrenous and per- 
forated. The omentum was resected, also eight inches of the 
small intestine, and an end-to-end anastomosis made with a Mur- 
phy button. There was considerable hemorrhagic infiltration of 
the mesentery, corresponding to the resected gut, which was also 
removed. 

About twelve hours after the operation flatus passed freely, 
and the bowels were moved during the next twelve hours. From 
this time on the progress was favorable, the bowels moving regu- 
larly for the first five days. On the sixth day the patient suddenly 
became worse and died. On the autopsy, the button was found 
five or six inches below the line of anastomosis, and there was a 
small perforation just above where the button lay. The cause 
of this perforation could not be determined. The line of anasto- 
mosis was tight, but could be easily separated by moderate trac- 
tion. 


Stated Meeting, February 25, 1903. 


The President, Luctus W. Hotrcukiss, M.D., in the Chair. 


IMMUNITY FROM RECURRENCE AFTER REMOVAL OF GLAN- 
DULAR SARCOMA OF THE NECK. 


Dr. Forses HAwKEs presented a woman, forty-one years 
old, who was first seen by him in 1898, when she had a tumor, 
about the size of a hen’s egg, on the left side of the neck, which 
she stated she had first noticed about a year before. The growth 
was removed and submitted to Dr. Thatcher and Dr. Tuttle, who 
pronounced it a glandular sarcoma of the small, round-celled 
variety. Almost five years had elapsed since the operation, and 
there were no signs of a recurrence. 

Dr. F. KAMMERER said that his personal experience with 
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sarcomatous growths originating in the glands of the neck had 
been very unsatisfactory. In spite of very thorough removal, 
there was usually prompt recurrence. In dealing with these cases, 
the speaker referred to the importance of giving potassium iodide 
a thorough test, so as to exclude the possibility of syphilis. He 
referred to a case of his own in which a growth of the neck which 
was regarded as a sarcoma had disappeared after a few weeks 
of the iodide treatment. Esmarch many years ago had called 
attention to this class of tumors. 

Dr. Ropert H. M. DAwBArRN said he thought it was always 
worth while in these cases to give the iodide treatment a trial, no 
matter what the report of the pathologist might be. He recalled 
a case reported by Dr. Gerster where a man had a growth in- 
volving the thigh. It was apparently a round-celled sarcoma, 
and a competent pathologist who was given a section for micro- 
scopic examination said there was no doubt as to the diagnosis. 
Before amputating the limb, however, it was thought worth while 
to try potassium iodide, and under this treatment the growth 
rapidly disappeared, and no recurrence had taken place. 


BONE CYST OF THE SUPERIOR MAXILLA. 


Dr. HAwKEs presented a man, forty years old, who four 
months ago first noticed a swelling on the upper jaw on the right 
side, which gradually increased in size until the lip bulged out 
fully one inch. It gave rise to only slight pain, and his health 
was not impaired. There was no pain in the teeth. 

When Dr. Hawkes first saw the patient, on February 6 of 
the present year, an examination of the growth showed that it 
was apparently cystic. Upon the insertion of a needle, about an 
ounce and one-half of yellowish, mucoid fluid were withdrawn. 
An incision was thereupon made into the cyst through its anterior 
wall, which contained no bony tissue. This revealed a deep cavity 
(capacity about two ounces) involving the antrum, where the 
cyst had probably originated. There was no suspicion of 
malignancy. 


Dr. DAWBARN inquired whether there was any softening of 
the bone in the case shown by Dr. Hawkes. The speaker said 
that in a number of cases he had found that one of the very 
earliest signs of malignancy in this region was the softening of 
the bone, which could be readily determined by means of an 
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ordinary sewing-needle. As a standard of comparison, the oppo- 
site jaw-bone could be used. In a case which he showed here a 
few years ago, the diagnosis of a malignant growth of the bone 
of the upper jaw was made by this test alone, as the growth filling 
the antrum had as yet produced no outside swelling. The micro- 
scope subsequently showed that it was a round-celled sarcoma. 
In that case the needle was passed through the upper jaw with 
comparative ease,—about the same degree of resistance as with 
cartilage. 

Dr. HAwKEs said that in the anterior part of the cyst (that 
is the portion above the teeth) there was no bone tissue at all. 
After the soft contents of the cyst had been removed, there was a 
thin layer of fibrous tissue, which was wiped off with the sponge. 
The bone surrounding the cyst was quite hard, even harder than 
normal bone, and it did not present any appearance of malignancy. 

In another similar case, which he hoped to show later, the 
cyst originated in the upper part of the superior maxilla. The 
outer layer of bone had become absorbed, and the cyst was lined 
with a light layer of fibrous tissue. In that instance the wound 
healed in about three weeks, and there was no recurrence. 


SUPERNUMERARY THUMB (ADULT). 


Dr. HAwkEs presented a man, twenty-five years old, from 
whose right hand a supernumerary thumb had been removed. 
The patient was a butler by occupation, and the extra thumb had 
inconvenienced him in the proper discharge of his duties. The 
accompanying cuts (Figs. 1 and 2) show the condition. 


GASTRO-ENTEROSTOMY FOR BENIGN STENOSIS OF THE 
PYLORUS. 


Dr. GeorGE Woo.seEy presented a man, fifty-two years old, 
who was referred to him for operation by Dr. William Armstrong 
in January, 1902. The history he gave was that he had been sick 
for over a year, his most pronounced symptom being frequent 
vomiting. The vomited matter frequently consisted of food that 
had been taken twenty-four or forty-eight hours previously. Ac- 
cording to Dr. Armstrong’s report, repeated chemical analyses 
of the stomach contents showed a normal or slightly increased 
percentage of free HCl, and a good digestion of the test meal. 
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The lower margin of the stomach reached four inches below the 
umbilicus, but the motility of the organ was not greatly impaired. 

As the patient failed to improve under medical treatment, it 
was decided to operate. The stomach was opened through a 
median incision, and upon inspection the pylorus was found to be 
much thickened and stenosed and somewhat bound by adhesions. 
A gastro-enterostomy was thereupon done, the jejunum being 
attached, by means of a Murphy button, to the anterior wall of 
the stomach at its most dependent portion, close to the greater 
curvature. The patient’s convalescence was uninterrupted, and 
his stomach symptoms have practically disappeared. The button 
was passed on the twenty-second day. Since the operation, the 
stomach has greatly diminished in size, and the patient has gained 
over fifty pounds in weight. 

Dr. Woolsey said he had shown this patient principally to 
illustrate the fact that it made no difference whether an anterior 
or posterior gastro-enterostomy was done, providing the opening 
was made at the most dependent part of the stomach, so that good 
drainage was secured. This point had recently been emphasized 
by Mayo. 

Dr. F. KAMMERER said he did not appreciate the force of the 
argument that when the stomach was low down, as in Dr. Wool- 
sey’s case, the anterior operation was easier than the posterior 
one. On the contrary, he thought that the pendulous stomach 
could more readily be lifted out of the abdominal cavity, and this 
would facilitate the posterior operation. The speaker said that 
he had formerly done the anterior operation many times, but dur- 
ing the past six or eight years had abandoned it entirely in favor 
of the posterior method. Others had come to the same conclusion, 
notably Czerny. Others again, for example Mikulicz and Mayo, 
had found that results equally as good could be obtained by the 
anterior operation. For some reason or other, this had certainly 
not been the speaker’s experience, although it had always been 
his aim to establish the anastomosis at the most dependent point 
of the stomach in the anterior operation. Still, with the patient 
in the recumbent position, posterior gastro-enterostomy did seem 
to place the outlet at the lowest point. This, in the weakened 
condition of the muscular walls of the stomach, was perhaps of 
some importance. 

Dr. Brown said that in cases where the stomach was opened 
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anteriorly for some other purpose, such as pyloric ulcer, and the 
indications for a gastro-enterostomy then became apparent, he 
would use the anterior opening for the anastomosis rather than 
make a second posterior opening for that purpose. When the 
omentum was voluminous or heavy, he preferred to make a slit 
through this tunic close to the inferior margin of the transverse 
colon, and lead the loop of jejunum through rather than under 
the entire omentum. 

Dr. Wootsey said he had practised the posterior operation 
until he read Mayo’s article on the subject. Since then he had 
done the anterior operation entirely, and he had never had any 
vicious circle in any of his cases. He had found it easier to do 
the anterior operation than the posterior one. In the case under 
discussion, the stomach hung so far down that, in order to get 
at its posterior surface through the mesocolon, it would have 
been necessary to lift up not only the omentum and transverse 
colon, but also the stomach, which hung down over the latter, and 
to do this a much larger incision would have been required. Ac- 
cording to Mayo’s statistics, which are the largest of any operator 
in this country, the results, both as to mortality and function, are 
quite as favorable for the anterior method as for the posterior, 
if not more so. The anterior operation was also simpler and 
easier than the posterior, and Dr. Woolsey said he saw no reason 
why the button should not pass as readily by one method as by 
the other, for, if the operation is properly done, the button is at 
the bottom of a funnel-shaped protrusion at the most dependent 
part of the stomach. 


GANGRENOUS PANCREATITIS, WITH EXTENSIVE RETRO- 
PERITONEAL NECROSIS. 


Dr. F. TrtpEN Brown presented a woman, thirty-four years 
of age, who was admitted to the medical service of the Presby- 
terian Hospital on August 18, 1902. Some two years before she 
had received a blow on the left margin of the epigastrium from 
the edge of an iron sauce-pan. This was severe enough to require 
her being carried to her rooms, and a miscarriage occurred shortly 
after. Although in fairly good health for the next two years, she 
had all this time moderate epigastric pain. After any exertion, 
distress in the region of the blow was always noted. In June last, 
two months before entering hospital, she sat on wet ground to 
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nurse her two months’ old baby. On reaching home from this 
day’s outing in the country, she had a sudden and severe attack 
of epigastric pain, with vomiting at frequent intervals; the abdo- 
men became distended, and there was total anuria for forty-eight 
hours. Pain was severe, knife-like, and continuous, but varied 
in severity. On the second day she became delirious, feverish, 
and had one or two chills. Normal urination gradually returned, 
but constipation became very troublesome. Pain and delirium 
abated, although patient continued to be weak and feverish. 

She was in bed for most of two months. On admission to 
hospital, her temperature was 102.6° F.; pulse, 120; respiration, 
25. Abdomen was distended; tympanitic over all except in the 
flanks, where there was some dulness, not shifting with the posi- 
tion of the patient, and a sense of doughy resistance extending 
from the retrocostal margin into the pelvic brim. A similar mass 
was felt in the epigastrium. The urine showed no sugar; there 
was a trace of albumen. 

During stay on medical side her temperature ranged irregu- 
larly between 101° and 104.6° F., with mild, chilly sensation ; 
sweating and marked prostration. Constipation was very extreme, 
needing internal catharsis, and bowels moving only with large 
enemata. Distention increased and the patient grew progressively 
weaker. Dr. Brown saw her on August 30, and, without making 
a diagnosis, advocated exploratory laparotomy. 

Under chloroform, a median epigastric incision showed nor- 
mal peritoneum and omentum. Drawing the latter out of the 
wound and lifting the transverse colon, a short loop of small intes- 
tine was noted adherent to the transverse mesocolon to left of the 
median line; detaching this by traction and the twisting motion 
of a sponge in long forceps, a drop or two of thin pus was seen 
to exude from the surface of the mesocolon. Covering this defect 
with the same sponge, the patient was turned slightly to expose 
the left loin, where a lumbar retroperitoneal incision opened into 
a large abscess cavity, from which a quart or more of very foul, 
stinking, thin brownish pus was evacuated, together with a num- 
ber of large white shreddy masses of greasy consistency. Some 
of this material was lying unattached in the retroperitoneal iliac 
fossa and was removed with long forceps. The cavity was irri- 
gated and provided with several large, long rubber drainage tubes 
lightly held in place with sterile gauze. The anterior incision was 
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closed in layers, except for a small cigarette drain to the site of 
the small perforation. Although in bad condition, the patient 
responded to stimulation. For the following week or more the 
pre-existing constipation disappeared. Temperature ran from 
102° to 105° F. for a few days, and then gradually fell until some 
two weeks later, when it began to rise again, and the patient's 
general condition, which had greatly improved, showed deteriora- 
tion. The left lumbar wound was draining freely, and several 
more necrotic masses of large size had come away. The patholo- 
gist recognized in some of these pancreatic tissue. 

The doughy fulness in the right loin seemed again to be more 
manifest, especially low down, and on September 27 an incision 
was made in the right loin opening into an abscess, the contents 
of which were exactly the same as those found on the opposite 
side, while somewhat less in quantity. Much of the retroperi- 
toneal areolar tissue seemed to have been detached and converted 
into necrotic greasy masses. The psoas muscle and part of the 
quadratus lumborum stood out without surrounding attachments. 

After this the patient very slowly but steadily improved and 
gained strength. The wounds drained freely, extensive sinuses, 
six to eight inches deep, remained for . :veral months. ‘There was 
considerable passive congestion of the lungs for the first eight or 
ten weeks. At one time there was consolidation at the left base 
as far as the angle of the scapula, and temperature reached 104.3” 
F.; but she gradually rallied, and convalescence continued until 
her discharge on January 5, 1903. 

At no time was there any sugar in the urine or fat in the 
stools. 

The highest leucocyte count was 14,000, two days before the 
second operation. The abdominal wound is firm. That in the 
right flank is still discharging slightly. She has gained about 
thirty-five pounds, and now weighs 130 pounds. No growths 
resulted from cultures made at time of operation. She formerly 
weighed nearly 200 pounds. 

The surgical aspects of this case would induce the speaker to 
urge the importance of retroperitoneal access and drainage, not 
alone in such cases as the present, where intraperitoneal rupture 
was just about to occur, but in those where this has already hap- 
pened, involving either the greater or lesser cavities, and par- 
ticularly if the surgeon, on opening the abdomen, finds evidence 
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pointing to an earlier localization of peripancreatic suppuration 
on the other side of the peritoneum. 

While in such a case of rupture attention must be given to 
the immediate management of the intraperitoneal complication, 
simultaneous provision for subsequent lumbar diversion of the 
drainage will tend to avoid the greater absorptive risks, as well as 
the many compromises, such as hernia and intestinal adhesions, 
incidental to long-continued transperitoneal drainage. 

Dr. Wootsey said that he had seen the patient previous to 
the operation, and in the history she gave, the most important 
point brought out apparently was that she had sat on wet ground 
during a day’s outing in the country, and that this exposure was 
followed by a sudden and severe attack of epigastric pain. There 
was a good deal of distention, and in the left flank a sense of 
resistance, which seemed to extend in the shape of a pedicle 
towards the median line. This, together with the history of 
anuria, seemed to point to the kidney as the source of the trouble. 
The speaker said he did not have the slightest idea that the case 
was one of pancreatitis. Everything pointed to the kidney. 


EXCISION OF PATELLA IN EXTENSIVE WOUND OF KNEE. 


Dr. W. G. Le BouriLiier presented a man, thirty years old, 
who, on October 27, 1902, was struck by a falling rock in the 
subway, receiving an extensive lacerated wound of the right knee- 
joint. He was removed to hospital, and after cutting away the 
lacerated shreds of tissue it was found that a large part of the 
capsule of the joint over the external condyle was entirely missing. 
There was a transverse fracture of the patella, and both fragments 
of the bone were lacerated to such an extent that they were re- 
moved. There was practically no reaction after the operation. 
On the nineteenth day, skin-grafts were applied to the extensive 
raw surface. Motion of the limb is still much restricted, although 
he is able to extend it very well and flex it slightly. In reply to 
a question, Dr. Le Boutillier said that extension was now brought 
about by the vastus internus. The skin-grafts were applied 
directly to the granulations, and the restriction of motion was 
probably at least partly due to adhesions of the cicatrix to the 
condyles of the femur. 
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RESECTION OF INTESTINE FOR STRANGULATION BY A 
BAND. 


Dr. BENJAMIN T. TILTON presented a man, fifty years of 
age, who had always enjoyed good health until the 30th of Sep- 
tember, 1902. On that date he felt a sudden sharp pain in the 
abdomen, and soon afterwards began to vomit. The pain grad- 
ually increased in severity and the vomiting continued. The fol- 
lowing morning he was brought to the hospital, and when Dr. 
Tilton saw him at eleven o’clock in the morning, about twenty- 
four hours had elapsed since the onset of his symptoms. At this 
time the patient’s temperature was 101° F.; pulse, 120. The 
entire abdomen was extremely tender and tympanitic on percus- 
sion. A tumor was made out just beneath the umbilicus. 

Upon opening the abdomen, a coil of blackened intestine was 
found, which proved to be the lower end of the ileum. It was 
tightly constricted by a band running across the mesentery, and 
when this constriction was relieved, the color of the bowel did 
not improve. About twenty-five inches of the small intestine, 
terminating below at the cecum, were resected, and the divided 
ends brought together over a Murphy button. The mesentery 
was found to be so much congested that a large part of it had to 
be removed to prevent sloughing. The abdomen was closed with 
a small drain, and the patient made an uneventful recovery from 
the operation. The button was passed on the twenty-first day. 
Since the operation, the patient had gained ten pounds in weight. 

Dr. Tilton said he had no idea what caused the adhesive 
band to form. The patient gave no previous history of appen- 
dicitis or other intra-abdominal trouble. The speaker said that in 
three cases of this kind upon which he had operated, he had in- 
serted a gauze drain down to the seat of anastomosis, and he had 
never seen a fecal fistula result. 


BULLET IN BRAIN. 


Dr. B. FARQUHAR CurRTIS presented a patient whose case Dr. 
Curtis had reported at a meeting of the Society two months pre- 
vious. The man was shot in the back of the head. For two 
months after receipt of the injury he was delirious. The bullet 
punctured the longitudinal sinus and produced a right-sided hemi- 
anopsia, which still inconveniences the patient to some extent. 
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Otherwise, he had entirely recovered. Two skiagraphs were taken 
by different men, both experienced operators, and both pictures 
agreed as to the position of the bullet in the brain. An exploratory 
operation was done to remove the bullet, but this proved unsuc- 
cessful. It is still embedded in the brain, and apparently gives the 
patient no trouble. 


DISTENTION OF THE MAXILLARY ANTRUM. 


Dr. CHARLES H. PECK presented a woman, nineteen years of 
age, who was admitted to the French Hospital, February 18, 1903, 
presenting a marked bony prominence on anterior aspect of right 
superior maxilla, of three weeks’ duration, without pain, tender- 
ness, or other symptoms except the facial deformity produced by 
the mass, which was about the size of half an English walnut. 
No evidence of pressure on nasal fossa, orbit, or palatine plate. 
The day before admission, the second bicuspid tooth was with- 
drawn by a dentist; patient stating that no fluid escaped at the 
time. 

February 21 the patient was etherized, and an incision made 
over the mass at the reflection of the mucous membrane from 
cheek to gum, and carried immediately through an extremely 
thin shell of bone, which crackled like an egg-shell on pressure, 
into the antrum. The opening was enlarged and the finger in- 
serted; the cavity was empty, no fluid escaping; the mucous 
membrane appeared normal, both to the touch and appearance by 
reflected light; there was no bulging nor deformity of orbital, 
nasal, or palatine walls, but the orbital plate had the egg-shell 
crackle on pressure. A director passed easily from middle meatus 
into the antrum, and also through the tooth socket of second 
bicuspid. 

The entire anterior bony wall was as thin as paper, but the 
bone seemed normal in consistence. The surrounding soft parts 
seemed perfectly normal. 

The incision was closed by suture, and drainage established 
through tooth socket. 

Dr. HAwKEs thought the case reported by Dr. Peck was one 
of bone cyst, with as yet incomplete absorption of the bone. It 
was very similar to the case he had shown, but the process here 
had apparently not advanced so far. The contents had probably 
escaped very gradually through the opening made by removing 
the tooth. 
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Dr. Peck said he was inclined to accept Dr. Hawkes’s ex- 
planation of the bulging as the correct one. As regards the 
appearance of the bone, it was very thin, but apparently just as 
firm as normal bone. The tissues attached to the bone appeared 
to be perfectly normal, and nothing in their appearance suggested 
a tumor. The speaker said he regarded it as a case of distention 
of the maxillary antrum from pressure of some sort within the 
antrum. 


HAZSMORRHAGE FROM BULLET WOUND OF RENAL 
VESSELS. 

Dr. I. TILDEN Brown said that wounds of this nature were 
rare enough to induce him to present a woman, thirty-six years 
old, who was brought to his service in the Presbyterian Hospital 
July 14, 1900, about two hours after receiving two penetrating 
wounds from a .38-caliber pistol at about fifteen feet range. She 
was shot in the back when descending a short flight of stairs. On 
admission the patient manifested some degree of shock; pulse 
was very small and feeble; breathing rapid; but patient was not 
exsanguinated, and there was no bleeding from the mouth. Pos- 
teriorly, on the right side, respiratory sounds were poor; there 
were no rales. 

On the right scapula, just below the middle of its spine, was 
one wound of entrance, one-third of an inch in diameter, and 
below the right twelfth rib, three inches from the vertebra! spinous 
process, was a similar bullet wound of entrance. No wound of 
exit could be found. 

The patient’s abdomen was held very rigid. [rom the ensi- 
form cartilage to a point two inches below the umbilicus and to 
the right there was flat percussion. An immediate operation was 
made under chloroform changed to ether anesthesia. Below the 
right costal margin a vertical incision was made; on parting the 
fibres of the right rectus, it happened to expose in part the track 
of one bullet in this muscle, but its course in the parietes was not 
pursued; it had evidently not re-entered the abdomen. Several 
moderate-sized blood-clots were found in the concavity of the 
right lobe of the liver, derived apparently from a superficial wound 
of the inferior margin of this organ. No other wound of the 
intraperitoneal viscera was found, but a large retroperitoneal 
hzmatoma had been recognized on opening the abdomen. With 
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hasty closure of the first incision, the patient was turned for sur- 
gical exposure of the right lumbar retroperitoneal space. On 
reaching the kidney, hemorrhage was profuse, and was found to 
come from one or more renal veins or some large vein in close 
apposition. The bleeding was controlled by three clamps, which 
were left im situ on the posterior aspect of the kidney and its 
pedicle. A light packing of sterile gauze encased the clamps, and 
the wound closed with chromic gut, except at the upper angle. 
During the latter part of operation, the patient had 1200 cubic 
centimetres intravenous saline infusion. The patient’s pulse was 
imperceptible on return to ward, but responded to vigorous stimu- 
lation and large hot saline enemata. For two days shock was 
marked and the pulse very small; on the third day, moderate 
general improvement. The clamps were now removed, and the 
bowels moved by a cathartic; on the fifth day patient was hungry 
and generously fed. Both wounds healed satisfactorily. On the 
fifteenth day, signs of fluid in the right chest having appeared, ten 
ounces of dark-brown fluid were removed by aspiration; five 
days later a somewhat smaller quantity was obtained. The tem- 
perature on admission was 100° F.; respiration, 36. On the 
third day, temperature was 103° F.; pulse, 120. For twelve 
days the temperature ranged between to1° and 103° F.; pulse, 
120 to 96. The highest temperature, 104° F., was just pre- 
vious to the first aspiration, after which it gradually fell to 
normal. 

The urine on admission was acid; specific gravity, 1024; 
heavy trace of albumen and a few granular casts. The day fol- 
lowing operation, specific gravity 1022; albumen; red blood-cells 
abundant. Five days later, specific gravity 1014; neutral; trace 
of albumen; few leucocytes. 

Three months after being shot, patient presented with a 
bullet bulging beneath the skin at the umbilicus. A radiograph 
made by Dr. H. B. Johnson, one month later, showed the remain- 
ing bullet at the inner margin of the right scapula. Repeated 
physical examination since showed nothing abnormal in the right 
chest. 

PIN IN THE ABDOMINAL CAVITY. 


Dr. Woorsey said that on December 25 last he operated on 
a woman who had been referred to him with the diagnosis of 
ovarian cyst. Upon examination, he was unable to find any evi- 
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dences of such a cyst, but on the right side of the pelvis there 
was a hard, painful mass. Upon opening the abdomen in the 
median line, he found several coils of small intestine which were 
very adherent to a mass in the right half of the pelvis. The 
caecum was drawn down over the brim of the pelvis. After freeing 
the adherent intestines, he found an abscess, and upon opening 
this and introducing the finger he felt a hard body, which proved 
to be an ordinary pin, very much encrusted with a blackish mate- 
rial. In front and to the right of the abscess, and forming a part 
of its wall, was the appendix, which was removed; it was much 
enlarged, and its walls thickened and chronically inflamed. The 
wound was closed, with drainage, and the patient made an un- 
eventful recovery. This woman had long been in the habit of 
putting pins into her mouth. This one had probably found its 
way into the abdominal cavity through the appendix, carrying 
infection with it. 


NEEDLE AND THREAD REMOVED FROM AN ABSCESS 
UNDER THE LIVER. 


Dr. Hawkes reported the case of an Italian laborer who was 
admitted to the Presbyterian Hospital with the history that one 
month previous, after sewing a button on his vest, he had left 
the needle sticking in his tie. Soon afterwards he had a fight with 
a fellow-laborer, who struck him in the epigastrium. The blow 
gave rise to a sharp, pricking sensation, and he noticed a day or 
so later a small scratch on the abdomen. Two weeks later he 
developed symptoms of intra-abdominal trouble, and an operation 
revealed an abscess just under the liver, which contained about a 
pint and one-half of greenish pus, together with a needle and a 
piece of black thread. 


TACK IN THE APPENDIX. 

Dr. CHartes H. Peck said that last summer he operated 
upon a patient for appendicitis. The history was that for five 
vears back the patient had suffered from several severe attacks, 
with colicky pains, but no inflammatory symptoms; the operation 
was an interval one. The appendix was found to be unusually 
large and long, but not inflamed. Upon opening it, a sharp, 
rather long upholstery tack was found, with two small concre- 
tions distal to it. It had evidently been there a long time without 
giving rise to any inflammatory trouble. 


TRANSACTIONS 


OF THE 


PHILADELPHIA ACADEMY OF SURGERY. 


Stated Meeting, March 2, 1903. 


The President, RicHarp H. Harte, M.D., in the Chair. 


PAPILLOMA OF THE VULVA IN A CHILD. 


Dr. GEORGE ERETY SHOEMAKER reported the case of a girl, 
aged six, who was seen with her physician because of a bleeding 
growth protruding from the vagina, accompanied by a persistent 
irritating discharge. The general health of the child had been 
impaired for a year, and adenoids of the nasopharynx had been 
recently removed by another surgeon. About eight months before 
a white vaginal discharge had appeared, and had since resisted 
treatment at the hands of various physicians. Bleeding had ap- 
peared six weeks before his visit, but the growth had been noted 
only for a few days, and had increased decidedly. 

Examination showed several soft, easily bleeding, prominent 
papillomatous masses occluding the vulvar cleft. There was no 
involvement of the skin surfaces, or of the anus. The masses 
were pale pink in color, sharply elevated, pedunculated, and quite 
fragile, while some were flattened from side to side and serrated 
on top like the comb of a cock. One rounded portion half an 
inch in diameter sprang from within the urethra by a stem. 
Smaller growths sprang from pits beside the urethra, while inside 
the posterior commissure the bases of others, which were large 
and irregular, were attached. None appeared higher in the 
vagina. The discharge showed diplococci within the cells of 
typical gonorrhoeal character. 

After twisting off the growths, their bases were burned with 
the thermocautery, the one springing from the urethra being, 
however, tied off to avoid contraction. Protargol solution was 
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ordered for the discharge. Recovery was prompt. The reporter 
added that these vascular tumors of the urethra were said by 
Pozzi to occur in poorly nourished children, and to be due to 
irritating discharges. They are more common in the adult. It 
is not thought necessary by some authors to consider them vene- 
real in origin, though they are apt to accompany gonorrhceal or 
syphilitic disease. Two varieties are described, the flat condylo- 
mata which are of syphilitic origin and frequently spread over the 
perineum and about the anus. The acuminated variety assumes 
a more typical papillomatous form and is the variety seen in this 
case. 

The theory that they may occur independent of gonorrhoea 
is quite doubtful. Gynecologists who have had occasion to make 
systematic microscopical tests of apparently innocent vaginal dis- 
charges have been many times impressed with the impossibility 
of excluding gonorrhcea by the macroscopical appearance of the 
surfaces involved or of the discharge; and if they were subjected 
to careful search, it is probable that all cases would show the 
gonococcus at some period of their history. 

Boldt says (Keating and Coe, “ Clinical Gynecology,” page 
528) of these condylomata that observation has shown their oc- 
currence even in children, though bacteriologists have not yet suc- 
ceeded in proving the presence of gonococci in pointed condylo- 
mata. This case would seem to prove the presence of this exciting 
cause. Dr. J. Dutton Steele, of the Pathological Laboratory of 
the Presbyterian Hospital, kindly examined the growths and pro- 
nounced them papillomata with round-cell infiltration at some 
points. 

The child was remarkably submissive to free exposure and 
examination, which suggested the possibility that she had been 
accustomed to handling, and that gonorrhceal infection might not 
have been accidental. 


THE DRAINAGE OF THE CHEST IN EMPYEMA WITHOUT 
THE USE OF TUBES. 


Dr. LEON BRINKMAN read a paper on the above subject. 

After reviewing the state of present knowledge and practice 
in cases of empyema of the thorax, he continued with a descrip- 
tion of a method whereby immediate adequate drainage could be 
secured without the use of drainage tubes. 
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He said that the operation advocated by Estlander, while a 
distinct advance in the treatment of empyema, is a very extensive 
one, and does not present any advantage over the method described 
below. Among twenty-seven cases in which it had been applied 
by him there were several in which, had it not been adopted, he 
would have been compelled to do the Estlander operation, entail- 
ing as it does a greater amount of manipulation, destruction of 
tissue, and a great mortality. 

Dr. Carl Beck had devised a method somewhat similar to the 
one advocated by the author, differing, however, in several vital 
points. He was not aware of the operation advocated by Beck 
until in September, 1902, when it was brought to his notice by 
Dr. Gibbon, of Scranton. He had since gone over the literature 
carefully, and had found that Dr. Beck had reported his expe- 
rience with suture of the pleura to the skin as early as 1894; he, 
however, introduced a drainage tube after three days to avoid 
hemorrhage. 

The operation recommended by Beck consists in making an 
incision over the seventh rib, parallel to the rib, reflecting back 
the superficial structures, denuding the rib of its periosteum, 
introducing a special scissors beneath the rib, which also served 
the purpose of a periosteal elevator, and excising four inches of 
the rib. 

The great point of difference between the operation advo- 
cated by Beck and the one he was about to describe is, that in the 
latter additional facility is afforded to manipulate within the 
chest cavity; that with each inspiratory movement of the chest 
wall a wider range of lung expansion is possible; a freer inspec- 
tion of the chest cavity is permitted, making it easy to avoid the 
formation of pockets and doing away with the necessity for pack- 
ing the chest cavity. 

His own operation for immediate drainage of the chest for 
empyema is performed after the following manner. The patient 
having been prepared, a vertical incision is made in the mid- 
axillary line down to and exposing the fifth, sixth, and seventh 
ribs, more if necessary. The skin, superficial fascia, and muscles 


are dissected back on either side of the wound, so as to expose at 
least two inches of the ribs; the periosteum is freed from the 
anterior surface of the ribs, to permit the introduction of the 
periosteal elevator beneath the ribs. An elevator is then carefully 
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introduced beneath each rib successively, denuding them of their 
periosteum and underlying structures. The ribs are divided; the 
pleura is protected from injury by a special elevator, which per- 
forms a twofold function,—elevation and fixation of the ribs,— 
so as to facilitate division of the ribs with bone-cutting forceps. 

The pleura having been exposed, a small vertical incision is 
made in it at the lower angle of the wound, at about the middle 
of the space, to permit the more gradual escape of the purulent 
secretion. Upon the complete evacuation of the purulent contents, 
the incision in the pleura is continued upward until it reaches 
the upper angle of the wound. 

A free inspection of the interior of the chest cavity is now 
possible by retraction of the wound; if the lung is found fixed 
and collapsed in the upper portion of the cavity, an attempt should 
be gently made to separate the adhesions; if these are too firm 
to permit this, then they must be incised and blunt dissection 
resorted to, avoiding unnecessary force, which might produce 
extensive laceration of the lung tissue. 

When the condition within the chest cavity is complicated by 
encysted pockets of pus, either interlobular or between the lung 
and the posterior chest wall, it may be necessary to go as high as 
the third rib in the excision. 

The operation is completed by stitching the pleura and the 
skin together around the entire wound, thus offering a large, free 
opening for the escape of the succeeding secretion. In order to 
avoid injury to the diaphragm, all incisions are made with this 
organ in view. 

A serous membrane like the pleura, which under normal 
circumstances has great absorptive powers, is capable of taking 
up a toxic amount of drug from any fluid thrown into the chest 
cavity which would contain a sufficiently strong antiseptic to alter 
the character of the pus. Although the character of the membrane 
is altered by the inflammatory process, still it is capable of ab- 
sorption. 

In commenting upon the practice of irrigation of the chest 
cavity, the dangers of this procedure should be well borne in 
mind; fatal syncope and hemiplegia are prominent among these. 
From experience, he had found that irrigation of the chest cavity 
does not diminish the amount of discharge, but rather, on the 
other hand, favors an increase. 
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The periosteum must be carefully dissected away, otherwise, 

during the process of repair and closure of the wound, pain- 

creating masses of fibrous and calcareous tissues are formed. 

During the past five and a half years he had spent consider- 
able time and thought in perfecting the detail of the immediate 
method of drainage without tubes, and had had an opportunity to 
compare it with excision and tubular drainage. The total number 
of cases operated upon for empyema was forty-seven, twenty of 
which were by excision and tubular drainage, the remaining 
twenty-seven were by the immediate type of drainage, stitching 
the pleura to the skin. The results in the latter method had been 
so conclusive that he believed the benefits from it were unques- 
tionable. Of the twenty-seven cases treated by this method of 
drainage but two had had a protracted convalescence, and these 
would have occurred under any method employed. The first was 
a young girl with a tubercular empyema complicated by extensive 
tubercular involvement of the base of the right lung. It is now 
two years since she was operated upon. Her condition at the 
present time is as follows. A small discharging sinus is seen at 
about the middle of the scar of the former operation, from which 
a slight amount of semipurulent material makes its escape. Micro- 
scopical examination of the discharge from the sinus and of the 
sputum fail to reveal tubercle bacilli. Her general condition has 
improved in the past four months to a remarkable degree, her 
weight having increased thirty pounds. The area of lung involve- 
ment in the impaired lung has decreased to one-half its former 
dimensions. 

The other case occurred likewise in a young female. The 
empyema was a secondary complication to pneumonia. In addi- 
tion to the empyema, there was a localized patch of gangrene in 
the anterior pleural surface of the lung, which upon separation 
developed into a bronchial fistula. With the gradual decrease in 
the size of the wound, there has been a perceptible decrease in the 
amount of discharge and of the air making its escape through 
the sinus. At the present time there is scarcely any discharge, 
and air can only be forced through the sinus when the breath is 
held and forcible compression of the chest wall made. It is now 


seven months and two weeks since she was operated upon. 

The remaining twenty-five cases by this method have all 
done well, the shortest time for a cure to be established was 
three weeks and the longest five months. 
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It will be found necessary in some cases to freshen the edges 
of the wound and bring them together with sutures, so as to 
hasten the closure. This was done in five of the twenty-seven 
cases, the discharge having ceased after three weeks. 

Dr. Henry R. Wuarton said that he had found simple 
incision with the insertion of tubular drainage very satisfactory, 
especially in cases of empyema in children, though in later years 
he has often excised a rib. He rarely excises more than one rib, 
and only from one to two inches are removed. The success of 
these operations in children depends on the elasticity of the chest 
wall. Preliminary aspiration is wise in many cases, this being 
done some hours or even days before the radical operation. He 
has never practised the operation recommended by Dr. Brinkman, 
but thinks the only objection to the operation is the time required, 
for time is a very important element in operations for empyema 
in children. The danger from irrigation in these cases is very 
great, and it should not be employed. Decortication of the lung, 
recommended by Fowler in the case of adults, is theoretically a 
very good method; but hemorrhage is apt to be profuse, and the 
time consumed is necessarily so great as to make the operation 
dangerous. Resection of ribs and tubular drainage, or stitching 
the pleura to the skin if that is preferred, are probably the best 
operations that can be done for the patient. It is a mistake to 
drain without having broken up adhesions. The incision should 
be made large enough to allow search for and breaking of adhe- 
sions, as prolonged suppuration is often due to their presence. 

Dr. JoHN H. Gipson said that the operation recommended 
by Dr. Brinkman appealed to him, and had in it many points to be 
commended. In one class of cases, however, he does not think 
it practicable, namely, the acute empyemas of children. These 
cases he believes will do as well with tubular drainage as when 
operated on by the method advocated by Dr. Brinkman. In adults, 
and where the condition is not so acute, the latter method is no 
doubt a good one. Dr. Gibbon briefly reported two cases. The 
first was that of acute empyema in a child of twelve months, 
which he thinks is an unusually early age for that affection. The 
child had been extremely ill from pneumonia for a number of 
weeks. Prior to operation, which consisted of simple incision 
with tubular drainage, six ounces of pus were aspirated from the 
pleural cavity. The child was well in six weeks. The second 
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case was one of sudden death in a child during the application 
of a dressing three weeks after operation. This case was reported 
because we generally hear of sudden death in these cases as being 
due to irrigation. In this instance irrigation had never been 
employed. The case was one of double empyema, operation upon 
which illustrated very well the advantage of chloroform anesthesia 
and the necessity for rapid operation. Resection of one rib on each 
side and the opening of an abscess of the shoulder were performed 
in eleven minutes. The child was taken from the hospital against 
advice, but was dressed at home by a competent physician. Three 
weeks after operation the child was turned from one side to the 
other while being dressed, and died at once. In reply to Dr. 
Gibbon’s question as to age incidence of empyema at the Chil- 
dren’s Hospital, Dr. Wharton said that the youngest patient he 
remembered operating upon was eighteen months of age. The 
child did perfectly well under simple incision and tubular drain- 
age. Empyema is certainly unusual in children under one year 
of age. 

Dr. RicHarp H. Harte said that as to technique he was 
convinced that there is nothing better than the straight, mid- 
axillary incision, provided it gives perfect access to the cavity. 
Time is of the greatest importance in these operations. With 
care two or more ribs can be rapidly exposed and a suitable 
director passed underneath them separating the costal pleura. 
Then by introducing a heavy pair of bone forceps a section of 
the ribs can be readily cut and removed, and it is rarely necessary 
to apply any sutures to the bleeding vessels. The patient can then 
be turned over on the side, the costal pleura broken through, and 
the chest contents drained, thus avoiding all the annoyance of air 
being drawn into the pleura and the unnecessary soiling of the 
patient by the escaping pus. The greatest care should be taken 
after the pus has escaped that all masses of fibrin are carefully 
removed from the pleural cavity with a suitable pair of forceps, 
since, if masses of fibrin are left, great annoyance will be occa- 
sioned by the blocking up and occluding of the drainage tube. 
This drainage tube should be double and of as large a size as 
can be obtained. It is advisable to use two tubes side by side, 


and retain them in position by the suture which is used for closing 
the skin wound. Care should be taken that the ends are not 
allowed to irritate the lung, and therefore the tubes should be 
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used either just passing through the costal pleura or else suffi- 
ciently long to drain over and pass down deeply into the pleural 
cavity, thus avoiding the ends of the tubes coming in contact with 
the lungs, which is always a source of irritation and discomfort to 
the patient. In Dr. Harte’s experience nearly all cases of em- 
pyema heal in a comparatively short time, provided the cases are 
seen early and before the lung has an opportunity to become tied 
down by old adhesions, which prevent its expanding and close 
the pleural space. 

Dr. BRINKMAN, in rejoinder, said that Dr. Wharton’s method 
would suffice for acute empyema in children. His experience has 
been mainly with late cases, in which his own method is more 
applicable. By this method, adhesions, especially those between 
the lobes, can be easily separated, and the lung allowed to expand, 
which is the secret of success in these cases. Patients will get 
well if only a simple incision be made, but the method described 
facilitates recovery. The operation can be done in from fifteen 
to eighteen minutes. He thinks the death reported by Dr. Gibbon 
was due to shock or to an embolus in the brain. Shock is now 
recognized as the cause of deaths which occur during irrigation. 
The writer knows of no deaths from chloroform, but has heard 
of one resulting from struggles during etherization. The straight 
incision is undoubtedly the best. If it is carried below the seventh 
rib, the diaphragm is apt to be injured, but the finger can be 
carried down much farther. Dr. Brinkman has seen one case 
where the patient wore a silver tube in his side for fifteen years. 
Removal of the tube was followed in a week by healing of the 
cavity. 

THE TREATMENT OF EXOPHTHALMIC GOITRE 

Dr. Joun B. Deaver read a paper on this subject, reporting 
a case of bilateral removal of the entire cervical sympathetic, 1.¢., 
the cords and their ganglia, for which see July ANNALS 01 
SURGERY. 

MYOSITIS OSSIFICANS TRAUMATICA. 

Dr. WiLtiAM J. TAyLor read a paper with the above title, 
for which see page 825. 

Dr. JAMES K. YounG reported a case of myositis ossificans 
that occurred in a man aged fifty. The rectus of the quadriceps 
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extensor was the muscle involved, the exciting cause being the 
kick of a horse. The resulting mass was two and one-half inches 
wide and one inch thick. It was movable and very dense. 

Dr. WILLIAM J. TAyLor said he wished to modify slightly 
the statement in his paper that the patient had had no trouble 
since. One year after the operation, a horse ridden by the man 
fell, and threw him in such a way that a root ran into the old 
operation scar. This was followed for a time by the discharge of 
inflammatory material and dark-colored blood, but the wound 
afterwards healed entirely and has given no trouble since. 

Dr. W. M. L. Copiin, who had reported the histological find- 
ings in the tissue removed by Dr. Taylor, spoke of the difficulty 
experienced by pathologists in making diagnoses from very small 
fragments of tissue, as in the case under discussion. The tissue in 
question contained masses of marrow cells in a cellular matrix, 
altogether resembling the cell picture of myeloid sarcoma. The 
suspicion of myositis ossificans was first aroused by finding newly- 
formed bone along the degenerating muscle-bundles. Ossifying 
myositis has been classified as idiomatic or traumatic, and dissemi- 
nated or local. Regarding the origin of the condition, there is 
some question as to its inflammatory nature. It is held by some 
writers to be a dystrophy, thus belonging to the group of diseases 
including pseudohypertrophic muscular paralysis. This view, 
however, is not generally accepted. The fact that traumatism is 
frequently a cause, the presence of lymphoid infiltration and the 
formation of new fibrous tissue point to the inflammatory nature 
of the process. It has been thought that it might depend upon the 
presence of congenital or acquired ectopia of osteogenetic tissue 
which is stimulated to growth by irritation; the view that the bony 
change originates in a congenital defect in the involved parts is 
an adaptation of this theory. Regarding the condition as one that 
is essentially inflammatory in nature, places it in close relation to 
the ossifying inflammations of tendon sheaths and glands. Still 
another view is that myositis ossificans is essentially neoplastic in 
nature, and thus comparable to cases of multiple osteomata in the 
lungs, glands, etc. The many suggestions offered prove that the 
origin of the change is yet unknown. That it is infectious in 
character has even been suggested. In a reported case of gonor- 
rheeal myositis and in a case of staphylococcus infection, similar 
but not identical changes have been recorded. It is not uncommon 


- 
| 
| 
| 
4 
i 
{ 
i 
4 


goo PHILADELPHIA ACADEMY OF SURGERY. 


to find near tuberculous foci osteoid or chondroid or, perhaps 
better, cretaceous areas that may resemble bone. In closing, Dr. 
Coplin emphasized the possible difficulty in differentiating ossify- 
ing myositis from myeloid sarcoma, especially in tissue from the 
region of the jaw. This difficulty is particularly marked when 
the specimen consists of only fragments of tissue. 

CAPTAIN CHARLES F. Kerrrer, U. S. A., stated that he 
had excised a bony fragment from the deltoid muscle of a cavalry- 
man who had first noticed the condition ten years before. The 
fragment was true bone and had reached the size of a half-dollar. 
In looking up the literature, he had found that in the times 
of Gustavus Adolphus and Frederick the Great the soldiers were 
troubled with what they called sesamoid bones in the deltoid 
muscles. Their formation was attributed to the irritation and 
pressure of the guns carried by the soldiers. This cause was 
probably active in the case of the cavalryman, whose gun was 
slung in such a manner as to jog against the deltoid. 

Dr. WILLIAM G. SPILLER, who made a histologic study of 
the tissue removed by Dr. Keen, said that the large size of the 
nerve, of which a piece had been removed, was owing to con- 
nective-tissue proliferation. The removal of the segment may 
have been of advantage, as benefit has at times followed a similar 


operation, inasmuch as the ends brought together contain more 
nearly normal nerve tissue than the portion removed. 


TRANSACTIONS 


OF THE 


CHICAGO SURGICAL SOCIETY. 


Stated Meeting, March 2, 1903. 


Matcoum L. Harris, M.D., in the Chair. 


REMOVAL OF BIRTH-MARKS. 


Dr. L. L. McArtriur presented a young woman whom he 
had recently subjected to a new procedure for the obliteration of 
an extensive superficial vascular naevus of the forehead, eyelid, 
and cheek. 

The red color of these marks being due to capillary dilata- 
tion, it was necessary to obliterate the capillaries. In order to do 
this, he conceived the idea that if on a plane horizontal to the 
surface upon which this red area rested a section was made of the 
integument in such a way that the entire thickness of the integu- 
ment should not be destroyed, but that the knife should pass 
through each capillary loop as it came to the surface, he would 
then still have integument enough intact to prevent actual per- 
foration of the same, with protection of the connective tissue 
beneath. If, after waiting for coagulation of the blood in these 
cut capillaries, a thin Thiersch graft should be applied, all of 
these cut capillaries would then be obliterated, being plugged 
with blood-clot, and the graft, becoming organized, would destroy 
the pigmented appearance of such a mark. 

Eighteen months ago the young woman presented herself 
with a very pronounced mark that extended over forehead from 
the scalp to the evebrow, including the eyebrow, the upper eyelid, 
and a portion of the malar prominence of the cheek. He adopted 
the method of procedure described on a surface which had already 
received electrolysis and various other methods for the destruction 


of the vessels and color without avail, and he had succeeded so 
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well that he thought it worth while to exhibit the result. The 
scar was so soft there was a flexible eyelid. Before this treat- 
ment, the mark could be seen readily across the room, but now 
one had to look before noticing it. 


LATE RESULT OF PYLORECTOMY FOR CARCINOMA. 


Dr. McArTHUR again presented a case previously exhibited 
to the Society. The patient was a man from whom he had re- 
moved a portion of the lesser curvature of the stomach and the 
anterior wall, with also a portion of the inferior surface of the 
left lobe of the liver, for carcinoma. He presented at that time 
the microscopic slides. Those slides were examined by several 
of the Fellows present, and pronounced, notably by Dr. Fenger, 
to be undoubtedly carcinomatous, as the tissue could be seen 
involving the liver tissue without any capsular line of demarca- 
tion between the normal liver tissue and the new growth. He 
presented the case first to the Society because it was a recovery 
from a resection of the liver and stomach wall combined, accom- 
panied with the report furnished by the Pathological Laboratory 
at St. Luke’s declaring it to be an adenocarcinoma. At that meet- 
ing the opinion was expressed that the man would in all proba- 
bility soon succumb to a rapidly recurring carcinoma. He had 
not been convinced, as he recalled the cut surface of the liver 
from which the growth was excised. He knew that he had re- 
moved all of the stomach growth. He felt sure of it. Neverthe- 
less, he felt rather timid as to the probability of the man living. 
Not only was the patient living, but was continuing to do the 
work he had done for years at St. Luke’s Hospital, he being one 
of the employés there. The patient had increased in weight from 
117 pounds at that time to 135 at present. 


APONEUROTIC SUTURE FOR FRACTURE OF THE PATELLA 


Dr. Daniet N. EISENDRATH presented a man who had come 
under his care at the Cook County Hospital with a fracture of 
the patella. Having opened the joint for the purpose of drilling 
and suturing the fragments together, at the last moment he found 
the drill would not work; it was impossible to penetrate the bone 
with the drill on account of a screw in the drill having been lost, 
so he was compelled to suture the aponeurosis. He found the 
aponeurosis had been turned in at the edges of the fracture, and 
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the fascia, periosteum, and aponeurosis were turned in in a typi- 
cal manner between the edges of the fracture. He pulled them 
out, brought the fractured ends closely together, and inserted four 
sutures of kangaroo tendon through the aponeurosis on both sides 
of the patella, and two sutures through the periosteum of the 
patella itself. The accident to the patient occurred on the 12th 
of November, 1902. After the operation the limb was immo- 
bilized by a plaster-of-Paris bandage. He operated the day fol- 
lowing the injury. The incision was made transversely over the 
fracture. No opportunity was lost to resort to passive exercise 
and massage to recover function of the joint as well as possible. 
Six weeks after fracture, an X-ray picture showed absolutely no 
separation of the fragments. He exhibited the patient not only 
on account of the anatomical, but to show the functional result, 
which was perfect within seven or eight weeks after the fracture. 


SURGERY OF THE KIDNEY. 


Dr. D. S. Fatrcnitp, of Clinton, Iowa, read a paper in 
which he presented some observations,— 

First, in relation to trauma of the kidney not involving open 
wounds or wounds that have healed ; 

Second, in relation to suppurative nephritis ; 

Third, in relation to chronic degenerative disease of the 
kidneys. 

He said that a considerable number of cases of injury to the 
kidney with hematuria had come under his observation which 
were not attended with open wounds or with symptoms of such 
severity as to require an immediate or early operation. Two of 
these cases he thought were entitled to special consideration. In 
these two cases the chief symptoms were persistent recurrent 
hemorrhage and pain in the back. In one case the patient fell 
with his body in a doubled-up position, there was very little shock, 
and the hemorrhage was never severe, but was persistently re- 
curring on exercise. There was also a moderate amount of pus 
in the urine. After three months, no improvement appearing, 
the right kidney was explored and an irregular calculus of the 
size of a pigeon-egg found in the pelvis. The stone was removed, 
and the patient, a conductor, resumed his employment, and had 
continued well up to the present time. A calculus was expected 
on account of the pain in the region of his kidney and occasionally 
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in the bladder together with the pus, without definite evidence 
of cystitis. The calculus is believed to have existed prior to the 
injury and was the cause of the hemorrhage. 

In the second case the side-rod of a locomotive engine broke, 
came up through the cab and struck the engineer in the back in 
the region of the right kidney. There was some shock. Hzmor- 
rhage appeared the next day and continued in moderate quantity 
for two weeks, then it became intermittent and occurred chiefly 
after exercise. The man became neurasthenic and lost ten pounds 
in weight. Six months after the accident no material improve- 
ment had occurred. There was no pus in the urine and no rise 
of temperature. The speaker could not determine the nature of 
the lesion beyond the probability of a laceration of the kidney 
substance which had not healed, and opened up from time to 
time on exertion. The long continuance of the haemorrhage with- 
out improvement appeared to him to entitle the case to surgical 
interference; but on account of a dispute between the patient 
and the railway company as to the question of liability and dam- 
ages, no proposition of a surgical character was entertained. 
Absolute rest for three months resulted in an almost complete 
disappearance of the hematuria. At the end of a year the hzemor- 
rhage entirely disappeared. The latest information is to the 
effect that the man is suffering from a “ railway spine” or trau- 
matic neurasthenia. 

He spoke next of the cases which at first present but few 
symptoms of serious lesion beyond the primary shock. He had 
observed that the degree of shock is often greatly in excess of 
the damage to the kidney itself. Recently he had seen a police 
man who had been shot, the ball entering between the ribs on the 
left side and passing through the upper part of the left kidney 
and lodging in the left lumbar muscles. The shock was very pro- 
found for three hours, when reaction occurred; blood passed 
with his urine for two days, and recovery was uninterrupted. 

The nature of the injury and the absence of secondary evi 
dence of serious kidney or other damage may warrant the surgeon 
in withholding operative interference until further indications 
arise, but to assume that because the patient presents favorable 
symptoms on the days immediately following the reaction from 
the primary shock, or if no serious shock has occurred, is not 
entirely safe. It is true that the great majority recover, but it 
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sometimes happens that complications develop. If suppuration 
or anuria occurs, the same indications present themselves as in 
cases without a history of injury, and the urgency for operative 
treatment will be the same. 

The presence of a tumor in the region of the kidney appear- 
ing after an injury is significant of some secondary involvement 
either of the kidney itself or the perinephritic tissue. If the dis- 
ease has its origin in the kidney, it will usually be recognized by 
the presence of pus in the urine; but in some cases the ureter 
may become obstructed and the pus disappear early, leaving an 
uncertain and somewhat obscure history for the surgeon to base 
a diagnosis on; or pus may never be discovered in the urine at 
all on account of an early blocking of the ureter. The tumor 
may arise from a perinephritic haemorrhage or an injury to the 
surrounding tissue with subsequent infection and suppuration. 
The rise of temperature and other evidence of pus formation will 
be of great diagnostic value in determining these conditions. 
The formation of aneurism of the renal artery or its branches 
will in a certain proportion of cases appear early, but it often 
appears late. There are no distinctive symptoms of this condi- 
tion, and it is usually only diagnosed at the time of operation or 
on post-mortem examination. A tumor in the region of the 
kidney was found in fourteen of the nineteen cases collected by 
Morris, but there is nothing in the appearance of a tumor to 
indicate the nature of the disease. It can be distinguished from 
a suppuration by the absence of pus in the urine and by the 
absence of fever. If there is a clear history of the injury, by a 
careful analysis of the foregoing observation a diagnosis may be 
made. This is undoubtedly one of the most serious pathological 
lesions, and the one most liable to be overlooked in cases where 
pain is not present. If, however, the profession would recognize 
the fact that persistent kidney symptoms—especially those at- 
tended with a tumor formation, and if there is a history of an 
injurv—are surgical affections, and treat them by operative 
methods, an incomplete diagnosis would not be a serious fact, 
for then the right thing could be done if in the hands of skilful 
operators. 

Diffuse suppurative nephritis of the more chronic interstitial 
forms are not infrequently overlooked. In one case which came 


under his observation the condition was not discovered until the 
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man was examined for life insurance. He was not engaged in 
any active employment and no definite symptoms were complained 
of. Ina second case a woman had been operated on for a myoma 
of the uterus. Ten days after the myomectomy was made the 
patient was taken with a chill, which was followed by a tempera- 
ture of 104° F. In seeking for the cause of this complication, a 
microscopical examination of the urine was made and pus was 
discovered. A further examination revealed a swollen and tender 
right kidney. The temperature varied from 102° to 104° F. In 
two weeks the temperature subsided, and for a week the patient 
rapidly improved, when another chill developed, followed by a 
temperature of 104° F. The urine rapidly decreased in quantity, 
and in two days anuria developed, attended with delirium of a 
uremic character. The kidney was then exposed by lumbar in- 
cision and incised freely from end to end, exposing the pelvis. 
The organ bled freely, no abscess was found, and no pus was 
apparent to the naked eye. The wound in the kidney was left 
open and the wound in the loin loosely packed with gauze. The 
patient remained in a semicomatose condition the remainder of 
the day; the next morning the dressings were found saturated 
with urine and eight ounces were passed from the bladder, from 
the apparently normal kidney. Temperature 100° F., and the 
patient much improved in mind. The amount of urine steadily 
increased until the normal amount was reached. From the time 
the first urine was passed from the bladder after the operation, 
no pus was found. A moderate amount of pus was found in the 
urine saturating the dressings. The temperature soon became 
normal; the wound healed slowly. She was kept in the hospital 
after the wound closed, and when sent home the urine was free 
from pus. She is now in good health. The nature of the lesion 
in the kidney was an interstitial nephritis. Observations of the 
character above referred to indicate that injuries to the kidney 
may be followed by secondary infection, as a later development 
or a primary infection without an injury may be associated with 
interstitial changes which may lead to a train of symptoms which 
may for some time escape discovery. When, finally, the diagnosis 
is made, operative treatment is the most certain in result. [f the 
disease can be located in one kidney, either by physical examina- 
tion or by the segregator, the kidney should be exposed and 
drained by incision. If both kidneys are involved, the same course 
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may be adopted, allowing a sufficient interval to elapse between 
ach operation to permit the operated kidney to recover. The 
results where both kidneys are diseased will not be as good as in 
the single diseased kidney, but will certainly be better than medi- 
cal treatment alone. 

Dr. ARTHUR DEAN BeEvAN said that about six weeks ago, in 
Dr. Robison’s service at the Presbyterian Hospital, a man pre- 
sented himself with an enormous hydronephrosis of the left side. 
The patient was observed for some days, and then transferred to 
the surgical side. On examination, he found a tumor occupying 
the entire left half of the abdominal cavity, with the descending 
colon distinctly in front of the tumor, as outlined by a distinct, 
sausage-shaped tympanitic mass in front of the tumor. The 
man was passing a small amount of urine, was sweating pro- 
fusely, and the quantity of urine passed from the bladder never 
exceeded 800 cubic centimetres in twenty-four hours in the few 
days while he was under observation. Under nitrous oxide gas 
he made a nephrotomy, opened a large hydronephrotic sac, and 
allowed a gallon of fluid to escape. The fluid was clear and did 
not contain any pus to the gross appearance. Most of the fluid 
escaped immediately after making the incision, as it was under 
considerable tension. After the operation the man passed about 
two ounces of urine in six hours; then there was dribbling of 
urine for twelve or eighteen hours afterwards, and another drib- 
bling about twenty-four hours afterwards from the urethra. 
After that he did not pass a single drop of urine from the bladder. 
In the wet dressings from fifty to sixty ounces of fluid were found 
daily. The patient was watched for a number of weeks; his 
general condition improved so as to warrant making a radical 
operation, and under chloroform (second operation.) Dr. Bevan 
exposed the hydronephrotic sac. After exposing the hydrone- 
phrotic sac, he found the ureter running along it, adherent to it, 
hooked over a small additional renal artery, and descending from 
this artery downward, there being quite a sharp flexure at the 
point where the additional renal artery held the ureter up. The 
renal artery was divided between two ligatures, and the flexure 
of the ureter relieved. 

On opening into this hydronephrotic sac through a two-inch 
incision, and by turning it inside out with the finger, he found 
the ureter was no longer patulous. Then by means of a Heinicke- 
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Mikulicz operation, like a pyloroplasty, the opening between the 
ureter and the pelvis was enlarged. An opening was made by 
dividing the ureter and pelvis for three-quarters of an inch longi- 
tudinally, and uniting them by stitches. He did not hesitate to use 
fine silk stitches, because there was a large drainage opening, 
which would have to be maintained for some time, and they—the 
stitches—could be washed out through the large tube which was 
used. 

The position of the renal artery was probably the cause of 
‘the hydronephrosis. The man had only one functionating kidney. 
He called attention to the fact that Fenger first did this operation 
in 1892, and was followed by four or five other operators. There 
were now half a dozen of these cases on record. Ile was con- 
vinced of the desirability of making the plastic from within rather 
than from without, as advocated by Fenger. Ile thought it was 
a comparatively easy procedure to make a plastic on the ureter 
by invaginating a part of the sac and bringing the ureter out 
through the opening, so that one could readily incise both ureter 
and sac from within, and apply stitches from within. In the 
Fenger operation, the entire operation was done from without, 
and, as in a Heinicke-Mikulicz, the stitches were applied ex- 
ternally. 

Dr. L. L. McArtuvur commented upon the case referred to 
by the essayist, in which all the symptoms pointed to a suppu- 
rative process in the kidney, with profound constitutional reac- 
tion, with a temperature of 103-4° F., with pus found even with 
the segregator as coming from a definite kidney, and yet incising 
the kidney, but finding no pus present macroscopically observable, 
still to have the temperature drop, the patient improve, and all 
the alarming symptoms disappear, was gratifying and almost 
inexplicable, unless one considered these cases to belong to the 
group which had been classified as the interstitial mycoses of the 
kidney. In these there was really not a suppurative process in 
the kidney, but a bacterial process involving the substance proper 
of the kidney, as seen sometimes in the microscopic sections pre- 
scnted by pathologists, with the bacteria stained in the substance 


proper of the kidney, the process being relieved by splitting of the 


capsule and free drainage of the kidney. Such an experience he 
had recently had in a case of colon bacillus infection of the right 
kidney, in which a pure culture was found, in which the tempera 
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ture was so high (106° I.) and the chills so severe as to warrant 
surgical interference for the relief of the patient, who was suffer- 
ing not only from toxzmia, but from intense nephralgia. He 
was extremely chagrined to find no pocket of pus in the pelvis 
of the kidney, yet his patient improved, as did the patient of the 
essayist, from simple section and opening of the pelvis of the 
kidney, with no stone found, no collection of fluid in the kidney, 
the kidney engorged to more than 50 per cent. of its own normal 
volume. 

In regard to the making of an opening in the orifice of the 
ureter, which has a kinking at its entrance to the kidney, or a 
valvular implantation, he reminded Dr. Bevan that in all of these 
cases of hydronephrotic or sacculated kidneys such a_ section 
could be made and the portion at fault turned into view. He had 
had two such cases which he had relieved, but which were not 
ones that had been treated by the method described by Dr. Bevan. 
(ine was a case of intermittent hydronephrosis which, at the time 
of operation, was entirely empty, yet showed an oblique implanta- 
tion of the ureter and needed a Heinicke-Mikulicz operation for 
its correction. The other was a case of suppurative pyelonephro- 
sis, with high temperature. In this case the indication was to 
drain the suppurating kidney and allow the toxic element in the 
case to subside, and later correct the process after the septic ele- 
ments had been removed. In this case the kidney had again 
resumed its normal size and function. Urine came out at the side 
instead of down through the ureter. Operative intervention was 
necessary in this case, which could not have been done from 
within. 

He objected to the use of a silk suture within any urinary 
tract, because he had had the painful experience of having had to 
remove a calculus which had formed around the knot of the silk 
which he had introduced into a suprapubic incision of bladder. 
Caleareous matter had deposited on that portion of the loop which 
finally required operative intervention. Those who have done 
much work on the kidney must certainly have noted the rapid 
deposit of phosphatic or uric acid crystals on such nuclei. In‘ 
some cases, at the end of twenty-four, forty-eight, or seventy-two 
hours, and being situated in the ureter, they were more apt to 


float down the ureter or be carried down by the peristaltic wave 
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into it and cause trouble, than be washed out through the drainage 
tube. 

Dr. DANnieL N. EtseNpRATH reported the case of a boy who 
fell down a flight of steps and immediately afterwards had severe 
hematuria, which lasted for three days. He did not see the boy 
until two weeks later, when he complained of a dragging sensa- 
tion in the right side of the abdomen, where the floating kidney 
could be felt. In consultation with Dr. E. W. Andrews he cut 
down upon the kidney, and found it was displaced below the pole. 
The hilus of the kidney was about the level of the umbilicus, and 
the kidney was anchored in place; but the boy developed trau- 
matic neurasthenia, and passed from under his observation. Here 
was a distinct traumatic displacement of the kidney. One could 
see hemorrhages into the perirenal tissue at the time of the 
operation. 

Another thing which the essayist called attention to, which 
was exceedingly important, was the relation of an injury at some 
long antecedent date to the development of interstitial nephritis. 
He recalled one case which he had had under observation, of a 
man who gave a history that when a child of twelve vears of age 
he had fallen and had suffered from hematuria. Patient was 
now thirty-eight vears of age. At the time he saw him he had 
marked interstitial nephritis, with all of the characteristic clinical 
symptoms of that disease. 

A blood-clot, he thought, was frequently the starting-point 
of a calculus. 

In cases of injuries of the kidneys, it was difficult to decide 
what to do at the time the patient was first seen; whether to 
wait, in extraperitoneal rupture, to see if hematuria continued 
the first day or so, provided one had not made a diagnosis, for 
example, of rupture into the peritoneal cavity, which latter would 
demand immediate operation. 


THE DROWNING OF PATIENTS IN FACAL VOMIT DURING 
OPERATIONS FOR INTESTINAL OBSTRUCTION 
AND SEPTIC PERITONITIS. 
Dr. E. Wyttys ANprREws read a paper with the above title, 
for which see page 862. 
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Dr. A. E. HaAtsteap exhibited a specimen of larynx, phar- 
ynx, and tonsil which he removed last April from a man at the 
Chicago Policlinic Hospital. The patient was forty-five years 
of age. The carcinoma started from the larynx just above the 
vocal cords, and involved the epiglottis, pharynx, and tonsil. The 
first operation was a preliminary tracheotomy, which was done 
because of the dyspneea from which the patient was suffering. 
This preliminary tracheotomy, however, was not performed by 
himself. It was three weeks later before the radical operation 
was done. The trachea was plugged by the Trendelenburg bal- 
loon cannula, and as soon as the trachea was cut through, the 
cannula was removed, and an ordinary tracheotomy tube inserted. 
The anesthetic was given through this, the previous tracheotomy 
opening having been plugged. The larynx was completely sepa- 
rated, together with the anterior wall of the cesophagus, the side 
of the pharynx, the tonsil, half of the hyoid bone, and epiglottis. 
A plastic operation was performed on the anterior wall of the 
trachea, and the wound closed. A stomach-tube was introduced, 
and fastened at the upper angle of the wound. The second day 
after operation the patient became delirious, tore out the stomach- 
tube, and opened up the wound. He made a very fair recovery 
from the operation, was up and around at the end of a week, and 
lived for eight months. He died from pneumonia, which was 
caused by exposure. After the operation, the patient became 
somewhat demented, frequently left the bed and wandered around 
at night without any clothing on him. There was no local recur- 
rence, nor metastases found at the autopsy. 


ABSCESS OF STENSON’S VYUCT, WITH PLASTIC OPERATION. 


Dr. Daniet N. ElsenprRAtTH reported the case of a young 
woman who was referred to him by Dr. E. J. Kuh, with a diag- 
nosis of a salivary calculus. There was a hard mass to be felt 
at the middle of the cheek. The first time he operated he made 
an incision opposite the opening of Stenson’s duct within the 
mouth, tamponed it, and kept it in for two weeks, in the hope that 
healing would take place by granulation, or else he would get a 
new opening. At this operation he evacuated a teaspoonful of pus 
from what he thought at the time was a dilated Stenson’s duct. 
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He allowed the young lady to go home, and the after-treatment 
was practically the same. Gauze was packed in the opening from 
time to time; but soon after returning to her home, the duct 
began to enlarge again, the inflammation returned, and she came 
back to him with a much larger swelling than she had before. 
He decided that possibly the best thing was not to go through 
the mouth at the origin of the opening (second upper molar 
tooth), but to open from the outside. He made an incision par- 
allel to Stenson’s duct, cut down upon the duct, and found it was 
dilated for a distance of about an inch and a half away from the 
parotid gland, and the opening in the mouth was completely 
occluded. There was a mass of pus, and the edges of the duct 
and its walls were gangrenous. He thought it was useless to 
try and drain it externally, on account of having a salivary fistula. 
He made an incision through which he followed up the duct to 
the entrance into the parotid gland, and after dissecting out about 
an inch and a half of it, and pressing out the secretion from the 
gland, which was of a yellowish character, as though pus had 
travelled back into the gland itself, he made a slit in the masseter 
muscle and pushed the duct through it at right angles to the 
mouth. In other words, he did a plastic operation on the duct 
itself, which now opened at a distance three-quarters of an inch 
posterior to the normal opening. He had fully expected the opera- 
tion to be followed by failure, t.e., salivary fistula, but he was sur- 
prised that the patient did not have one. [t was now three months 
since the operation was performed. The wound healed in two 
weeks after operation. 
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fibroma of, 393. 
Buttocks, Falls upon 

aged, 388. 
Byford’s Manual of 
Review of, 314. 


the, in the 


Gynecology, 
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Cc 


Czecum, Excision of the, 785. 

Carbuncle, 471. 

Carotids, Ligation of both com- 
mon, for intracranial arterio- 
venous aneurism, 443. 

Carpal bones, Dislocation of indi- 
vidual, 296, 402. 

Cathelin urine divisor, Test as to 
efficiency of, 799. 

Chest wall, enchondroma of, in 
volving diaphragm, Successful re- 
moval of, 724. 

CHICAGO SuRGICAL Society, Trans- 
actions of the, 290, 463, 785, 961. 

Cholecystectomy, 602, 774, 779. 

Cholecystitis, Gangrenous, 115. 

Choledochoduodenostomy, 779. 

Choledochotomy, 779. 

Clavicle, Excision of the, 79. 

Club-foot in adult, Operative cure 
of, 430. 

Cocaine, Intraperitoneal injections 
of, during amputation of leg, 
116 

Corey, WittiAM B., Sarcoma of the 
femur, 100; Sarcoma of axilla, 
101; Results of one thousand op- 
erations for the radical cure of 
hernia, Sot. 

Colitis, Ameebic, treated by flushing 
through the appendix, 613. 

Cottins, Howarp D., Intracranial 
neurectomy, 665. 

Colon, Extirpation of entire, for hy- 
perplastic colitis, 616. 

CONNELL, KARL, Suction apparatus 
for continuous drainage of blad- 
der, 886. 

Cook, G., Orbital route for 
removal of second branch of fifth 
nerve at foramen rotundum, 855. 

Cortin, W. M. L., Histology of os- 
sifying myositis, 959. 

Coville, Work-Book in Surgery, Re- 
view of, 160. 


Coxa vara, Bilateral, 274. 


CriLte, Georce W., Tubage of the 
pharynx in certain operations on 
mouth and face, 859; Hot-water 
bed for operating table, 860. 

Crucial ligaments, Suture of rup- 
tured, 716. 

CumstTon, CHARLES GREENE, Case 
of pancreatic cyst, with remarks 
on pathology and surgical treat- 
ment, 226; Hepatic syphilis from 
a surgical stand-point, 726. 

“unningham’s Text-Book of Anat- 
omy, Review of, 633. 

Curtis, B. FarqguHar, Gunshot 
wound of the longitudinal sinus, 
848; Bullet in brain, 946. 

CusHInG, Harvey, Treatment of 
facial paralysis by nerve anasto- 
mosis, 641. 

Cystine calculus of kidney, 294. 
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D 


Da Costa, J. CHALMERS, Extra- 
dural hemorrhage, 451; Marjo- 
lin’s ulcer, 496. 

Davis, Gwitym G., Marjolin’s ul- 
cer, 451; Extradural hemorrhage, 
454; Abdominal contusions, 624. 

Davis, THomAs A., Anuria, 628. 

DAWBARN, Rosert H. M., Points in 
ligation of arteries, 42; Flail- 
joint after excision of elbow, 95; 
Hallex valgus, 429; X-ray treat- 
ment of malignant tumors, 433; 
Cholecystectomy, 604; Treatment 
of wounds of sinuses of dura 
mater, 609; Appendix used for 
flushing the colon, 613. 

Decatour, Henry B., Excision of 
the clavicle, 70. 

Diaphragm involved enchon- 
droma of chest wall, Operation 
for, 724. 

Dissection and Practical Anatomy, 
Eckley’s Manual of, Review of, 
640. 

DoucLas, RicHarp, Primary retro- 
peritoneal solid tumors, 372. 
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Down, CuHartes N., Pylorectomy 
for carcinoma, 270; Persistent 
thyroglossal duct, 271; X-ray 


treatment of malignant tumors, 
433; Tuberculosis of femoral, in- 
guinal, and iliac lymphh nodes 
secondary to foot 740, 
782. 


wounds, 


Drainage of bladder, Suction ap- 
paratus for continuous, 886. 

DUNHAM, New 
ments for treating stricture of the 
cesophagus,’ 350. 


THEODORE, instru 


E 
Eckley’s Manual of Dissection and 
Practical 
640 
EISENDRATH, N., Left-sided 
subphrenic abscess after appendi 


Anatomy, Review of, 


citis, 472; Omental grafts, 631; 
Aponeurotic suture for 
of the patella, 962; Surgery of 
the kidneys, 970; Abscess of Sten 
son’s duct, 971. 


fracture 


Elbow-joint, Excision followed by 
flail-joint, 95. 

Exiot, Jr., ELtswortu, Treatment 
of abdominal contusions, 
Pistol-shot 

men, 284; Cavernous angioma of 

the neck, 284; 285; 


109; 

wound of the abdo 

Excision of 

costal cartilage and parietal pleura 

for recurrent carcinoma of the 
breast, 775. 

ELtinc, Artuur W., 
cinoma of the vermiform appen 
dix, 549 


Primary car 


Empyema of chest, Drainage with- 
out tubes, 952. 
ERDMANN, JouNn F., Thyroglossal 
dermoid, 97; Abscess of liver of 
traumatic origin, 272; Loose car- 
606 ; 
longitudinal 


Primary typhoidal perfora- 


tilage in knee, Laceration 


of superior sinus, 


607 ; 


tion of the gall-bladder, 878, 935; 


INDEX. 


Perforating ulcer of stomach,928: 
Adénolipomatose symétrique, 932. 
Exstrophy of the bladder, Recto 
vesical anastomosis for, 290. 
Extradural hemorrhage from rup- 
ture of middle meningeal artery, 


341. 


F 


Face, Mouth, and Jaws, Diseases of, 
Text-Book by Horace Grant, Re 
view of, 158. 

Facial paralysis, Treatment by nerve 
anastomosis, 641; Possibility of 
operative relief of certain forms, 
660. 

Fecal vomit, Drowning of patients 
in, 862. 

FatrcHitp, D.S., Anuria, 626; Sut 
gery of the kidney, 963. 

Femur, Sarcoma of, 100; Recovery 
by injection of mixed toxins, 435 

PENNER, ERASMUS DARWIN, Appa 
ratus to facilitate application of 
plaster jackets during spinal hy 
perextension, Q2. 

Fenwick on Cancer and other Tu- 
mors of the Stomach, Review of, 
794- 

FerGuson, ALEXANDER HuGu, End 


to-end anastomosis of popliteal 


artery for gunshot injury, 719 


Fibroma of ovary, 468; of uterus, 
470. 
Kifth nerve, Removal of second 


branch of, at the foramen rotun 
dum through the orbit, &55 

Fisk, ArtHuur L., Excision of 
tongue for sarcoma, 273. 

Foot wounds followed by tubercu 

femoral, and 


losis of inguinal, 


iliac lymph nodes, 746, 7&2 
Forearm, Gunshot wound of, 458. 
Fractures and Dislocations, Review 
of Helferich’s Atlas and Epitome 
of, 158; The Treatment of, Re 
Scudder on, 
united, of leg, 439. 


view of 159; Un- 


INDEX. 


FRANK, Jacos, Exstrophy of the 
bladder, 292; Excision of the 


cecum, 785. 

Frazier, CHARLES H., Elevator for 
operations upon base of brain, 
401. 

FrieND, EMANUEL, Hygroma and 

fibroma of the tuber ischi bursze 

393 


G 


GALLAUDET, Bern B., Tumor of 
brain, 270. 

Gall-bladder operations, 602; Pri 
mary typhoidal perforation of 
878, 935. 

Gall-stones impacted in the common 
duct, Operative treatment of, 113 

Gastro-enterostomy for benign ste 
nosis of pylorus, 940. 

Gastrostomy and gradual dilatation 
for stricture of cesophagus, 785 

Gaytorp, Harvey R., Pathology of 
so-called bone aneurisms, 834. 

Genital organs, male, Tuberculosis 
of, 152. 

Venereal Dis- 

eases, Review of Schmidt on, 633. 


Genito-Urinary and 


Gipson, JouN H., Gangrenous cho- 
lecystitis, 115; Amputation of leg 
during intraneural cocaine anzs 


\bdominal 


Drainage in empyema 


thesia, 1160; contu 


sions, O 


of the chest, Q50. 


Gipson, CHaries L., Cholecystec- 


tomy and choledochotomy, 779; 
Choledochoduodenost: 779; 
Intestinal band, 


obstruction by 


Goitre, exophthalmic, Surgical 
treatment of, 9. 958. 

Gonorrheeal peritonitis, 610. 

Graham's Treatise on Massage, Re- 
view of, O30. 

GrRAHAM, D. W., Fibroma of the 
ovary, 408; Uterine fibroma, 470; 

Sacculated bladder, 470; Appen- 


dicitis followed by suppurative 


pylephlebitis, 471; Carbuncle, 471. 
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Text-Book of Diseases of 
Face, Mouth, and Jaws, 158. 
GREENSFELDER, Dr., Subphrenic ab- 

scess after appendicitis, 473. 
Grindon on Diseases .of the Skin, 
Review of, 478. 


Grant, 


3yford’s Manual of, 


Review of, 314. 


Gynecology, 


H 


Hatt, J. Bastt, Splenopexy for 
wandering spleen, 481. 

Hatt, J. N., Dislocation of hip in 
acute rheumatism, 503. 

Hallex valgus, 429. 

HautsteAp, A. E., Exstrophy of the 
bladder, 293. 

HamMonpb, Levi Jay, Possibility of 
operative relief of certain forms 
of facial paralysis, 660. 

Harris, L., Treatment of 
actinomycosis, 466; Classification 
of anuria, 626. 

Harte, RicHarp H., Injuries at the 
hip in aged persons, 118; Drain- 


age in empyema of the chest, 
957. 
Hawkes, Forses, Immunity from 


recurrence after removal of gland, 
sarcoma of neck, 938; Bone cyst 
of superior maxilla, 939; Super- 
thumb, 940; Needle 
and thread removed from under 


numerary 


liver, O50. 
Helferich, Traumatic Fractures and 
Dislocations, Review of, 158. 
Hepatic duct stones, 539. 
Hepatic syphilis, 726. 
Hernia, congenital, Operation for, 
151. 
Hernia, Littré’s, Retroperito- 
Review of, 
Retroperitoneal, 883; Re- 


930; 
neal, Moynihan on, 
120; 
sults of one thousand operations 
for the radical cure of, 8or. 


Hessert, WiILttaAmM, Dislocation of 


individual carpal bones, 402. 
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Hip, Congenital dislocation of the, 
428; Dislocation in acute rheu- 
matism, 503; Injuries in the aged, 
118, 388. 

Hip-joint amputation for tubercu- 
losis, 456; Sarcoma of, 103. 

Holt on The Diseases of Infancy 
and Childhood, Review of, 479. 

Hopkins, W. Barton, Rupture of 
ligament patellez, 460; A new os- 
teoplastic trephine, 772; Exci- 
sion of scapula for progressive 
myositis, 918. 

Horstey, J. SHELTON,  Post- 
typhoidal infection of ribs, 253. 
Horcukiss, Lucius W., Cases of 
operation for typhoid perforation, 
287; Congenital equinovarus, 430; 

Littré’s hernia, 936. 

Hot-water bed for operating table, 
860. 

Human Body, Review of McMur- 
rich’s Manual of the Develop 
ment of the, 315. 

Huntineton, THomas W., Consid 
erations relative to Basedow’s dis- 
ease, 9. 


Infancy and Childhood, Review of 
Holt on the Diseases of, 479. 

Infantile spastic paralysis, Treat- 
ment of, 415. 

International Clinics, Twelfth Se- 
ries, Vol. iii., Review of, 636. 
Intestinal injury following abdomi- 
nal contusions, 525, 623: Ob- 
struction by band, 781; obstruc- 
tion by degenerated Meckel’s di- 
verticulum, III; Perforations 
complicating typhoid fever, 380. 
Intestine, Perforation of, traumatic, 
447; Resection of, for strangula- 
tion by band, 946; Tuberculosis 

of, 106. 
Intracranial neurectomy, 665. 
Ischial, tuberosity, Hygroma and 
fibroma of burse over, 393. 


J 


Jepson, WILLIAM, Anuria, 627. 

JOHNSON, ALEXANDER B., Cholecys- 
tectomy, 602; Nephrectomy for 
tuberculosis, 605; Dislocated 
semilunar cartilage of the knee, 
773; Cholecystectomy, 774; Tu- 
berculosis of femoral lymph 
nodes, 782. 

JoHNson, Harotp A., Results of 
decapsulation of the kidney, 592. 

Jonas, A. F., Contribution to the 
literature of old irreducible dis 
locations of the shoulder-joint, 
759. 

Jones, DANteEL Fiske, Intraperito- 
neal rupture of the bladder, 215. 

Jones, Rosert, Treatment of infan- 
tile spastic paralysis, 415. 

Joprson, Joun H., Extradural hem 
orrhage from rupture of middle 
meningeal artery, 341; Control 
of extradural haemorrhage, 452. 


K 


KAMMERER, FREDERICK, Treatment 
of abdominal contusions, 108; 
Hour-glass contraction of the 
stomach, 281; Anesthetics in 
operations for typhoid perfora- 
tions, 287; Hemorrhage from 
spleen in typhoid fever, 288; Py 
lorectomy for carcinoma; no re 
currence, 444; Artificial anus for 
relief of chronic ulcer of lower 
bowel, 445; Effects of removal 
of colon, 617; Perineal prosta 
tectomy, 622; Sarcoma of neck 
938; Gastro-enterostomy, 94I. 

Ke__y, Howarp A., Instruments for 
use through cylindrical rectal 
specula, 924. 

Kidney, Cystine calculus of; Ne 
phrectomy, 294; Gunshot wound 
of, 948; Removal of, for tuber 
culosis, 605; Results of decapsn 
lation of the, 592; Surgery of 
the, 963; Rupture of, 97. 


INDEX. 


KIEFFER, CHARLES, Abdominal con- 
tusions, 625; Myositis ossificans, 
960. 

Kitt1ant, Otto G. T., Tumor of 
brain, 610. 

Knee-joint, Dislocated 
cartilage of the, 773; 
tilage in, 606; Osteoma of the, 
84; Rupture of internal meniscus 
of left, 934. 


semilunar 


Le Ose Ca,r- 


L 


Larynx, Carcinoma of, 463, 632. 

Le Bouretiier, W. G., Diffuse peri 
tonitis from gangrene of appen 
dix; Recovery, 431; Excision of 
patella in wound of knee, 945. 

Le Conte, Rosert G., Treatment of 
gall-stones in the common duct, 
113, 
neck of the femur in an aged per- 
son, 118; 


Sequele to fracture of thie 


Diagnosis of intestinal 
injury following abdominal con 
tusion, 525, 623. 

Lewis, BraNnsrorp, Ureter-catheter- 
ism, 22. 

Light, actinic rays of, Exclusion of. 
during operations for general 
peritonitis, 708. 

LILIENTHAL, Howarp, Sarcoma of 

rib cured by operation and _ in- 

mixed 440; 
442; Ligation of 

both common carotids for intra 


jection of toxins, 


Pylorectomy, 


aneurism, 
443; Gall-bladder operations, 603 ; 
Extirpation of entire colon, 616; 
Operations for prostatic obstruc- 
tion, 622; 


cranial arteriovenous 


Excision of ribs and 

parietal pleura, 777; Choledocho- 

duodenostomy, 780; Tuberculo- 
sis of femoral lymph nodes after 
foot wounds, 783. 

Liver, Abscess of, traumatic, 2 


Acute yellow atrophy of the, as a 
sequel to appendicectomy, 362; 
Syphilis of, 726. 
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Longitudinal sinus, superior, Lacera- 
tion of, 607; Gunshot wound of 
the, 848. 

Lung, Knife-blade removed from, 
360. 


McArtuur, L. L., Exstrophy of the 
bladder, 291; Anuria, 627; Re- 
moval of birth-marks, 961; Pylo- 
rectomy for carcinoma, 962; Sur- 
gery of the kidney, 968. 

McCosu, ANbrew J., Anzsthetics 
in operations for typhoid perfo- 
rations, 287. 

MecMurrich’s Development of the 
Human Body, Review of, 315. 

Macroglossia, Case of, 321. 

MANDLEBAUM, F. S., Demonstration 
of sarcoma of femur, 435. 

Marjolin’s ulcer, 450, 496. 

Massage, Graham’s Treatise on, Re- 

Ostrom on, and 
Swedish Movements, Review of, 
639. 

Maras, Rupoipn, Radical cure of 
aneurism by arteriorrhaphy, 161. 

MecKEL’s’ diverticulum, degener- 
ated, Intestinal obstruction from, 
of peritonitis, 297. 


view of, 639; 


Perforation of, as a cause 


Meningeal artery, middle, Extradu- 
ral hemorrhage from rupture of, 

Meningocele, spurious, 449. 

Meyer, WILLy, X-ray treatment of 
malignant 434; Treat- 
ment of ureter after nephrectomy 
for tuberculosis, 606; Use of 
appendix to flush 615°, 
Tuberculosis of retroperitoneal 
glands, 620; Perineal prostatec- 
tomy, 621; Bottini operation, 622; 


tumors, 


colon, 


recurrent carcinoma of breast in- 
volving costal cartilages, Excision 
of, 777;  appendicostomy for 


chronic colitis, 781. 


He 
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Morcan, Witttam E., Treatment 
of actinomycosis, 466. 

Moscucowirz, ALexis V., Primary 
carcinoma of the, 8oI. 

Mosetey, Henry Os tri- 
gonum detected by Rontgen rays, 
700. 

Mouth and face operations, Tubage 
of pharynx in, 859. 

Moynihan on Retroperitoneal Her- 
nia, Review of, 120. 

Myositis, Excision of scapula for, 
g18; Ossificans, 825; Ossificans 
traumatica, 958. 


N 
Nevi, Removal of, 961. 
Needle and thread removed from 
abscess under liver, 950. 
NeEILson, THOMAS R., Control of 
meningeal hemorrhage, 454. 
Nephrectomy for tuberculosis, 605. 
Nerve anastomosis for facial pa 
ralysis, 641. 
Neurectomy, Intracranial, 665. 
New  SwrGicat Society, 
Transactions of, 95, 270, 428, 437. 
602, 773, 928, 938. 


0 

OcHsNeER, A. Actinomycosis, 
treatment by iodide of potash, 
404; Stricture of cesophagus 
treated by gastrostomy and grad- 
ual dilatation, 785. 

OcHsNeEr, Epwarp H., Actinomyco- 
sis, 468; An aspirating trocar, 
709. 

(Esophagotomy, —Intramediastinal, 
299. 

(Esophagus, Instruments for treat- 
ing strictures of the, 350; Stric- 
ture of, 7&5. 

OLiverR, JOHN CHApwiIckK, Cysts in 
connection with the teeth, 65; 
Question of surgical intervention 
in cases of injuries to the spine, 
238. 


Omentum, Transplantation of, to 
relieve intestinal defects, 6209. 
Operations- und Verbandstechnik, 
Sonnenburg and Muehsam, Com 
pendium der, Review of, 797. 
Operative Surgery, Zuckerkandl, 

Review of, 156. 

Orbital route for removal of second 
branch of the fifth nerve at the 
foramen rotundum, &55. 

Os trigonum detected by Rontgen 
rays, 700. 

Ostrom on Massage and Swedish 
Movements, Review of, 630. 

Ovary, Fibroma of the, 468. 


Pancreas, Rupture of, 108. 

Pancreatic cysts, Pathology and 
surgical treatment of, 226. 

Pancreatitis, Gangrenous, 942. 

Paralysis, infantile spastic, Treat 
ment of, 415. 

Patella, Aponeurotic suture for 
fracture of, 962; Congenital dis 
location of the, 154; Excision of, 
in wound in knee, 945; Rupture 
of ligament of, 460. 

Pathology, Review of Schmaus’s 
Hand-Book of, 475 

Peck, CHartes H., Distention of 
the maxillary antrum, 947; ‘Tack 
in the appendix, 950. 

Peritonitis from inflammation and 
perforation of Meckel’s diverticu 
lum, 297; diffuse, from gangrene 
of appendix, Recovery from, 431; 
Exclusion of actinic rays of light 
during operations for general, 
798; Gonorrhceal, 619. 

Pharynx, Tubage of, in operations 
on mouth and face, 859 

PHILADELPHIA ACADEMY OF SUR 
GERY, Transactions of, 111, 447, 
456, 623, O51, 

PitcHER, Lewis STEPHEN, Intrame 
diastinal bronchotomy and cesoph 


agotomy, 299. 
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Plaster jackets, Apparatus to fa- 
cilitate application of, during 
spinal hyperextension, 92. 

Popliteal artery, End-to-end anasto- 
mosis of, for gunshot injury, 719. 

Presbyterian Hospital of New York, 
Review of Report for 1902, Vol. 
v, 310. 

Prostatectomy, Perineal, 621, 711. 

Prostatic hypertrophy, 
eration for, 622. 

Pylorectomy, 270, 442, 444, 962. 

Pylorus, benign stenosis of, Gastro- 


Sottini op- 


enterostomy for, 940. 


R 


Rectal instruments, 924. 

Reeve, J. C., Jr., Successful removal 
of enchondroma of chest wall, in- 
volving the diaphragm, 724. 

Renal and hepatic calculi, differen 
tial diagnosis of, Possible cause 
of difficulty in, 36. 

Renal vessels, Hemorrhage from 
bullet wound of, 948. 

Retroperitoneal glands, Tuberculo- 
sis of, 620; solid tumors, Pri- 
mary, 372. 

Ribs, 
253 


Roperts, Joun B., 


Post-typhoidal infection of. 
Abdominal con 
tusions, 624. 

Ronson, A. W. Mayo, 
ruptured crucial ligaments, 716. 
Pocket Text-Book of 

Anatomy, Review of, 796. 
RopMAN, W. L., Management of 1n- 


Rockwell, 


cisions in the common gall-duct, 
115 

Rocers, Joun, Misplaced testis, 102; 
Sarcoma of vertebra, 103; Sar 
coma of hip, 103; Ununited frac- 
ture of leg, 430. 

Ross, GeorGce, Fracture of the neck 
of the 
119; 


femur in a centenarian, 


Perforation of traumatic 
intestinal ulcer, 447; Abdominal 


contusions, 624. 


Repair of 
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Rubber tissue, Subdural interposi- 
tion of, in operations for tic dou- 
loureux, I. 

RuGu, J. Torrance, Hollow bone- 
drill, 454. 


Sarcoma of femur cured by injec- 
tions of mixed toxins, 435; of 
rib cured by operation and injec- 
tions of mixed toxins, 440; of 
neck, Immunity from recurrence 
after removal, 938. 

Scapula, Excision of, 918. 

SCHAEFER, FREDERICK C., Brain pro- 
tector during craniotomy with 
Gigli saw, 505. 

Schalek on Diseases of the Skin, 
Review of, 635. 

Scucapp, M. G., Tumor of brain, 
279. 

Scuiey, W. Scott, Primary tuber- 
culosis of the breast, 510. 

Hand-Book of 


ogy, Review of, 475. 


Schmaus’s Pathol- 
Schmidt, Genito-urinary and Vene- 
real diseases, Review of, 633. 
Scopalamine, 

149. 
Scudder on The Treatment of Frac- 
tures, Review of, 1509. 
Senn, E. J., 
mosis for exstrophy of the blad 
der, 290; 


morphine, narcosis, 


Rectovesical anasto- 

Transplantation of 

omentum to relieve intestinal de- 

fects, 629. 

Neurofibroma- 
tosis of tongue, 321. 

SHELDON, JoHN G., Posterior dis- 
location of the head of the tibia, 
87. 


SHATTOCK, GEORGE, 


SHOEMAKEx, GEORGE Erety, Papil- 
loma of the vulva in a child, 951. 

Shoulder ‘oint, old irreducible dis- 
locations of, Treatment of, 756. 

Skin, Schalek on 
Review of, 635; Grindon on Dis- 


Diseases of the, 


eases of the, Review of, 478. 
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Skull, Gunshot wound of, 607. 

Sonnenburg and Muehsam, Com- 
pendium der Operations- und Ver- 
bandstechnik, Review of, 797. 

Southern Surgical and Gynzcolog!- 
cal Association, Transactions of, 
Vol. xiv, 1902, Review of, 318. 

WILLIAM G., Character of 
nerve complication in case of my- 
Ositis ossificans, 960. 

Spine, Question of surgical inter- 
vention in cases of injuries to the, 
238. 

Spleen, Fixation of wandering, 481 ; 
Hemorrhage from, typhoid 
fever, 108, 288. 

Splenectomy for splenic infection, 
866. 

Splenic infections, 866. 

Stave.y, Abert L., Splenic infec- 
tions, 866. 

Stenson’s duct, abscess of, Plastic 
for, 971. 

STEWART, GEORGE D., X-ray treat- 
ment of malignant tumors, 434; 
Strangulated Littré’s hernia, 937. 

Stomach, Cancer of, subjected to 
pylorectomy, 270; Fenwick on 
Cancer and other Tumors of the, 
Review of, 704; Partial resection 
of, for carcinoma, 442, 444; Per- 
forating ulcer of, 617, 928, 929; 
Ulcer of, with hour-glass con- 
traction, 280, 281. 

Subphrenic abscess, Left-sided, s¢- 
quel to appendicitis, 472. 

Surgery, The Practice of, Review 
of Wharton and Curtis’s Treatise 
on, 312; Work-book in, Review 
of Coville’s, 160. 

Syphilis of the liver, 726. 


Talipes calcaneus, Result of opera- 
tion for, 107; Equinovarus in 
adult, 430. 

TayLor, R. Osteoma of 
the knee-joint, 84. 


Taytor, WILLIAM J., Intestinal ob- 
struction from degenerated Meck- 
el’s diverticulum, 111; Pain com- 
plicating injuries to the hip in the 
aged, 119; Traumatic rupture of 
intestine, 448; Extradural hem- 
orrhage, 453; Myositis ossificans, 
825, 959. 

Teeth, Cysts in connection with, 

65. 

Testis, Misplaced, 102. 

Tetanus bacilli infecting wound; 
Excision; no Tetanus, 399. 

Thumb, Supernumerary, 940. 

Thyroglossal dermoid, 96. 

Thyrolingual duct, Persistent, 56, 

Tibia, Posterior dislocation of the 
head of, 87. 

Tic douloureux, Subdural  inter- 
position of rubber tissue in oper 
ations for, 1. 

TiLtton, BENJAMIN T., Rupture of 
pancreas, 108; Perforated gastric 
ulcer, 617; Gonorrhceal peritoni- 
tis, 619; Resection of intestine 
for strangulation by band, 946. 

Tongue, Tuberculosis of, in an old 
man, resembling carcinoma, 523: 
Excision of, for sarcoma, 273; 
Neurofibromatosis of, 321. 

Toxins, Cellular, Review of 
Vaughan and Novy on, 638. 

Trephine, new osteoplastic, 
772. 

Trephining for cortical sclerosis, 
274; for fibroma and cyst of cere 
brum, 276. 

Tuberculosis of breast, Primary, 
510; of femoral, inguinal, and 
iliac lymph nodes secondary to 
foot wounds, 746, 782; of femur; 
Hip-joint amputation, 456; of in- 
testine, 106; of kidney, Nephrec- 
tomy, 605; of the male genital 
organs, 152; of retroperitoneal 
glands, 620; of tongue in an old 
man, 53. 


| 
| 
| 
| 


INDEX. 


Turck, RAyMoNp Custer, Hepatic 
duct stones, 539. 

Typhoidal infection of ribs, 253; 
ulcer, Perforating, 283; three 
cases of, 287; Hemorrhage from 
spleen, 288; intestinal perfora- 
tions, Suture of, 380; Perforation 
of gall-bladder, Primary, 878, 
935. 


U 


Ulceration, chronic, Carcinomatous 
changes in, 496. 

Ureter, Surgery of the lower, 668. 

Ureter-catheterism, 22. 

Urethroplasty, 486. 

Urine divisor, Cathelin’s, Efficiency 
of, 799. 


Vv 
Vaughan and Novy, Cellular Tox- 
ins, Review of, 638. 
Vertebra, Sarcoma of, 103. 
Vulva, Papilloma of, in a child, 951. 
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WAINWRIGHT, JONATHAN M., Con- 
tribution to the subject of peri- 
neal 

WEIR, 


treatment of 


prostatectomy, 7II. 


Ropert F., Diagnosis and 


abdominal contu- 
sions, 107. 
Warton, Henry R., 
meningocele, 449; 
450; Extradural 


Spurious 
Marjolin’s ul- 


cer, hemor- 


rhage, 453; Simultaneous rupture 


of both quadriceps extensor fem- 
459: Abdominal 
contusions, 624; Drainage in em- 


oris tendons, 


pyema of chest, 956. 
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Wharton and Curtis, Treatise on 
The Practice of Surgery, Review hs 
of, 312. 

Wuitacre, Horace J., 
thyrolingual duct, 56. 

WHITMAN, Roya, Excision of as- 
tragalus for talipes calcaneus, 


Persistent 


107; Bilateral coxa vara, 274; 

Congenital dislocation of the hip, 

428. 
De Forest, Hip-joint am- 

putation for tuberculosis of fe- . 


mur, 456; spina bifida, 457; Gun- 
shot wound of forearm, 458. 

Witson, H. Aucustus, Twist drill 
bone-needle, 455. 

Wootsey, GeorGe, Sclerosis of the 
brain cortex, 274; Fibroma and 
cyst of brain, 276; Operations for 
typhoid perforation, 287; Littré’s 
hernia, 937; Gastro-enterostomy 
for benign stenosis of pylorus, 
940; Pin in the abdominal cavity, 
949. 
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X-ray in the treatment of malig- 
nant tumors, 433. 
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Younc, Hucu H., Surgery of the 
lower ureter, 668. 

YounG, James K., Myositis ossifi- 
cans, 958. 
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ZINTSMASTER, L. B., Tuberculosis 
of tongue resembling carcinoma 
in an old man, 53. 


Zuckerkandl, Operative Surgery, 


Review of, 156. 
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To obtain immediate results in 


Anaemia, Neurasthenia, 
Bronchitis, Influenza, Pulmonary 
Tuberculosis, 
and during Convalescence after 


exhausting diseases employ 


Fellows’ Syrup 


of 


Contains—Hypophosphites of Iron, 
Quinine, Strychnine, Lime, 


Manganese, Potash. 


Each fluid drachm contains the 
equivalent of 1-64th grain of 


pure strychnine. 


Special Note.— 


Fellows’ Hypophosphites 
is Never Sold in Bulk 


Medical letters may be addressed to 
MR. FELLOWS, 
26 Christopher St., New York. 


When writing. please mention ANNALS oF SURGERY. 1 
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A Sterilizer That 
Mast. The Onl 


Ww hen you a Steriliger, you want 
that thorough 
ver to prevents Complete Combination 


rust. Wewould like you to know about ‘the 


Rochester Combination Sterilizer 
It is constructed sothat dry heat orsteam li er: 
can be turned into the sterilizing cham- 
ber as desired, simply by opening or shut- 
ting the valve. By heating the instru- 
ments, ete., in hot air, then turning on 
the steam, they can be thoroughly steril- 
ized and dried again in hot air, thus 
avoiding all possibility of rust, by pre- 
venting condensation. If pre ferred, you 
can sterilize instruments by boiling wate r 
in the base and dressings by steam in the 
upper chamber at one and the same time, 
he many advantages of this Sterilizer, 
with Medical Reports, aree xplained inthe 
literature, sent gratis, on request, to any 
Physician. 


Wilmot Castle & Co. EI 
— Rochester, N. Y. 


Che Naiad Filter 


A filter new in tena and representing the latest results in sanitary 
science. It abstracts bacteria, odors, coloring matter, urea, lead, iron—all mineral 
and organic impurities. 

It admits—no other high-grade filter does—of instant and complete 
renovation at an insignificant cost, and without expert service. [he 
only germ-proof filter that can be relied on to continue germ-proof and efficient in 
ordinary household use. You can have one on trial. 

Write for special offer to physicians, and for booklet T. 


THE NAIAD FILTER CO., Sudbury Building, Boston, Mass. 


Falvanization, Faradization, Franklinization and X-Ray. 


McINTOSH GOODS EXCEL BECAUSE OF MERIT, 


WE OFFER you the 
No. 6 Table or Wall 
Plate, embracing all 
the valuable acces- 
sories of a complete 
oflice battery, arrang- 
ed for use with 110 
volt direct current, or 
with battery of forty- 
three Ammonium 
Chloride Cells. 


The Improved Con- 
struction 16 Plate 
Static Machine, com- 
plete with X-Ray at- 
tachments, is un- 
equaled for adminis- 
tration of Franklinie 
and X-Ray Therapy, 
together with X-Ray 
NO. 6 Table or Wall Plate, Diagnosis. 


McIntosh Static Machine. 
Our goods are always reliable, combining simplicity of construction with durability and ease of operation. 


SEND FOR ILLUSTRATED CATALOGUE AND PRICE LIST. 
BATTERIES, ELECTRODES, STATIC MACHINES AND X-RAY COILS. 


MCINTOSH BATTERY AND OPTICAL CO., 39 W. Randolph St., CHICAGO. 


When writing, please mention ANNALS OF SuRGmRY. 
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WITH RUBBER 


Artificial Legs and 


A. A. MARKS, NEw York: 


DEAR SIR I have thoroughly examined the case of the boy Thomas Kehr, 
of this city, who has been wearing a pair of your Artificial Legs . . . He was run 
over by atrain of the S.S. R. R., of Long Island, and both of his lower limbs were so 
crushed that I amputated them, the one well above the knee, the other about one inch and 
a half below. At the time of the operation many expressed a wish that death would 
occur, as the lad being poor, it was thought that his future would not only be a burden to 
himself, but that his tuture support, should he reach man’s estate, would depend upon 
the charity of the public, as it was considered about an impossibility for him to service- 
ably use Artificial Limbs. I am thankful that I can say that vou have made his future 
worth the living, by giving him the means of good locomo- 
tion I saw him two weeks after he had put them on for the 
first time, and it astonished me greatly to see the remarkable 
use he had already acquired; since then I have seen him 
many times, and have each time seen marked improvement 
in the freedom of use in walking. Within the past week I 
saw him walking on the street without even the help of a 
cane, and so little lamed that any person seeing him would 
not for a moment have the least suspicion that he was using 
legs other than such as Nature provided. P 

I feel competent to say that, in this case, your Artificial 
Limbs have proved a Grand Success. | have never betore 
seen Artificial Limbs which, in action, approached so near 
that of perfection. I attribute the wonderful success in this 
boy's case mainly to the superior results achieved by your 
invention. Especially can attention be called to the use of 
| the Rubber Foot, thereby dispensing with the ankle-joint, 
y thus giving the wearer an Elastic, Reliable, and Sure 

> 


Footing, which must greatly relieve him from the care and 
Watchtulness which must certainly be required by those 
| who wear Artificial Limbs having jointed feet. Your plain 
| and simple mode of construction of Artificial Legs is, to my mind, Unquestionably 
i the Best. Very respectfully, 

SAMUEL J. BRADY, M.D., 


BROOKLYN, NEW YorK. 


a formula, turnished by us on request, applicants 


can supply us with allthe data necessary to secure fit 

and satisfactory results, while they remain at home 

One half the legs and arms furnished by us are made o r Ss 
from measurements and profiles, without our seeing * ® 


the wearers \ treatise of 500 pages, with Soo illustra 


tions, sent free of charge. Address 701 BROADWAY, NEW YORK CITY 


| “Hill’s Reference Chart” 


DOCTOR: You are entitled to a copy of ‘“‘Hill’s 
Chart,’’ and if you have not received it, (delivered 
| free of charge), send your name and address to 


| Tr ANTIKAMNIA CHEMICAL COMPANY 
4 ST. LOUIS, MO., U.S.A. 


And you will get one by return mail! 


i: WHY YOUR CHART MAY HAVE 
FAILED TO REACH YOU! 


“You may have changed your address” 
“Your postal card may have gone astray” 
“Your Chart may have been lost in transit” 


BE SURE TO MENTION THIS JOURNAL 
When writing, please mention ANNALS OF SURGERY. 8 
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— 


THERAPEUTIC QUALITIES 


HE absolute absence ot all OPIATES, NARCOTICS, and ANALGESICS, 
thus offering, instead of false roundabout and mere transitory relief, a true and 
scientific treatment for AMENORRHEA, DYSMENORRHEA, and other 

IRREGULAR MENSTRUATION. 

In these conditions and the most obstinate cases of SUPPRESSED and RE- 
TARDED MENSTRUATION, Ergoapiol (Smith) (though devoid of the above 
unpleasant features, which are so often followed by a sad sequela) possesses a remarkable 
power to obviate pain and to bring about a healthy activity of the menstrual functions 
through its direct tonic and stimulating effect upon the Uterus and its appendages. 


CAUTION.—To obviate Substitution or other possible error in compounding, it is advisable always, besides specifying (**Smith’’) 
when prescribing Ergoapiol (Smith), to order in Original Packages only, as in fac-simile prescription appended. 
These packages contain twenty capsules each, and are so constructed that all printed matter pertaining thereto can be readily removed, 


SOLE BRITISH AGENTS: 
‘THOMAS CHRISTY & CO., MARTIN H. SMITH CO., 
Lonpon, E. C New Yorx, N.Y 


HAMMOND’S IMPROVED 
HOT AIR and VAPOR BATH CABINET 


his bath is especially designed 
for invalids in Hospitals, and 


others who through weakness or 


disability are unable either to sit 
up or be even moved with safety; 
being so constructed as to enable 


the patient to be 


treated to bath 
i while lying in 
f bed, as easily and 


effectively as else 


where. 


Can be used on 
any bed with per- 
fect satety. 

Sold on ap 


} proval. 
Entire satisfac 


tion guaranteed. 


TACKSON SANATORIUM 
DANSVILLE, N Y..N embers 1902 
Box 379, Rochester, N. ¥ 


ROCHESTER HOMEOPATHIC HOSPITAI rit 
ROCHESTER, N. Y., September, 17, 1902 


To WHOM IT MAY CONCERN r Bed Bath, an 


We have used the Hot Air and Vapor Bath with great success Gentlemen,—\ have h id sion to use ) afta ans = 
and satisfaction for over a year and can cheerfully recommend it am much pleased with results. Itis the m ot ’ i eS e 
for Hospitals and invalids gene y, as the best device for giving a of the kind I have ever seen. It wa ppe i the 

\ } 
hotair and vapor bath we have ever seen, an 1 would not part with and we are gladt re 
oO ice its costif we ild not get anothe romptly ry tr : d a - 
ours for twice it t if i not get an r I | ARTHUR JACKSON 


Yours truly, EVA ALIL-ERTON, Superintendent 
FRANK T. BASCOM, M.D., House Physician 
For full information writé t 
THE HOT AIR AND VAPOR BATH CABINET CO. 
Factory, 173 Front St. Office and Salesroom, 49 and 51 North Water St.. Rochester, N. 
a When writing, please mention ANNALS oF SURGERY. 
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oo LOCAL ANESTHETIC 


ANAESTHESIN 


Is ABSOLUTELY NON-POISONOUS and NON-IRRITATING. 
It can be used to quiet pain when and wherever nerve terminals 
are exposed, either as a sprinkling powder, pure or diluted, in an 
ointment, suppositories or bougies. Analgesia lasts longer than 
from any other known remedy, often for days O OGD @ 


ANAESTHESIN 


May be given internally in doses of 0.3 to 0.5 (5 to 7's grs.) twice 
daily for hyperesthesia of the stomach and for gastric ulcer or 
carcinoma of the stomach. It is insoluble in water, but freely 
so in alcohol, ether, collodion and oils OC 


Descriptive Literature and Samples upon application to Sole Agents 


VICTOR HROECHL @ CO. 


122 HUDSON ST. NEW YORK 


Did you ever think over the fact that Amber was the first 
product in which Electricity was found, and this because Amber 
is the most Electric product known? An Electric machine built 
with the same product as Amber as the productive element is 
an old thing made new again. 

It can be used for X-Ray and Electrical treatments, for 
the treatment of Cancer, Epithelioma, Lupus, Sarcoma, etc. 

It does better and more than any other Static or Electric 
machine. 

Write us for particulars before you buy. 


The SORENSEN MFG. Co. 


RAVENNA, OHIO, U. S. A. 


When writing, please mention ANNALS OF SURGERY. 
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| Time or temperature makes 
no ditterence in 


A. P. & C, Co. 
Hydrogen Peroxide 
Ul Ss. P. 3% 

The non-explosive, keeping 
ind. 
The percentage 1s right. 
The volume is right. 
The price is right. 
And if the Pharmacopoeia if 
*S\\right it’s all right. 4 


Acidity less than in any other 
Peroxide. 
The American Peroxide and Chemical Co. 
85 Maiden Lane, New York 
\ 


VALZAHN CO’S 
Water Motor Centrifuge 


Numbers of Revolu- 
tions attained by our 
Water Motor Centri- 
fuge : 


Water Pressure Revolu 


Pounds tions 
15 1100 
?0 1200 
30 1500 
40 1700 
1900 
60 2100 
Price 
Complete 


$12.00 


Manufacturers and Importers of Surgical Supplies 
THE VALZAHN CO. 132 South IIth St., Philadelphia, Pa. 


6 When writing, please mention ANNALS OF SURGERY. 


4 
| 
| | | 
| 


ANNALS OF SURGERY ADVERTISER 


Collargolum @ Unguentum Crede 


(Soluble Metallic Silver—Von Heyden.) (1§ per cent. Collargolum Ointment—Von Heyden.) 
Efficient but harmless blood and tissue disinfectants, which have given brilliant 


results in almost hopeless puerperal sepses, epidemic cerebrospinal meningitis, anthrax, septic endocar- 
ditis, etc. When rapid effects are necessary COLLARGOLUM should be intravenously injected ; but ordinarily 
UNGUENTUM CREDE is most conveniently employed. 

Recommended by Profs, Roswell Park, A. Jacobi, F. Forchheimer, W. B. Dorsett, H, J. 
Boldt, C. G, Cumston, Tillmanns, Dieckerhoff, Wenckebach, and many others. 


(Betanaphtol- Bismuth —Von Heyden.) (Tribromphenol-Bismuth— Von Heyden.) 
FOR PRACTICAL INTESTINAL ANTISEPSIS. A BLAND, ODORLESS SUBSTITUTE FOR IODOFORM, 
A neutral, odorless and tasteless intestinal dis- being a powerful antiseptic, deodorant, desiccant, 
infectant and astringent, indicated in all gastro- sedative and hemostatic. Internally, it is an efficient 
enteric catarrhs, diarrhaas, ptomaine poisonings, remedy for adult cases of diarrhea, typhoid, intesti- 
typhoid, etc. nal tuberculosis, etc. 
(Creosote Carbonate—Von Heyden.) (Guaiacol Carbonate—Von Heyden.) 


NON-TOXIC AND NON-IRRITANT SPECIFICS FOR TUBERCULOSIS, PNEUMONIA, ETC. 
Duotal is odorless and tasteless, while Creosotal is almost so. They never cause gastric disturbances, 
even in massive doses. In tuberculosis they stimulate the appetite, diminish or entirely obviate the 
characteristic symptoms, and produce a gain in weight. 

Favorably reported upon by Profs, A. H. Smith, W, H. Thomson, R. W. Wilcox, L. Weber, ; 
Jas. Tyson, G, Cornet, Rudolph Kobert, v. Leyden, Dujardin-Beaumetz, and others. 


Literature on SCHERING @ GLATZ, Sole Agents, New York \ 


Application to 


JUST PUBLISHED NINTH EDITION. 
THE TRAINED NURSES’ DIRECTORY 


No vem b er, T 0) O2 Za Compiled and Edited by M. LOUISE LONGEWAY | 


GRADUATE OF BELLEVUE TRAINING SCHOOL: 


HE work is designed for the use of physicians and families who may need the services of 

] graduate nurses, who have been specially selected and recommended by leading physicians, 
surgeons and superintendents of training schools, as having had ‘‘requisite hospital training ; 

and subsequent practice in private duty."’ Names A/phahetical/y arranged, giving address, telephone ; 
number, school, year of graduation, and the sfecia/ cases taken by the graduates doing private duty in 
New York, Brooklyn, Albany, Orange, N.J., Pittsfield, Mass., Hartford and the towns adjoining those 
cities. The book also contains New York and Brooklyn Street List, with telephone No., nurses’ 
registries, masseurs, standard sick-room supplies and where to order them. Manufacturers of such 
will find this a valuable list for sending out notices to nurses. oa Po a fl? 


Send Subscription to 
M. LOUISE LONGEWAY, Publisher 620 LEXINGTON AVENUE, NEW YORK 


Vest-Pocket Size, in Flexible Cover. “a Published in November. os Addenda issue in June. 
No Authorized Agents. Annual Subscription, One Dollar. On Sale at all Booksellers and Stationers. 


HIGH SPEED FOR VOLUME & HIGH TENSION. 
A BEST FOR XRAY & THERAPEUTICAL WORK. | 


= 
| | 
EXPOSURE, /5O00 REV. PER MINUTE 


SECOND EXPOSURE, PER MINUTE WAGNER 


oF our 4 pcATE macnine CHICAGO. } 
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The manufacturing departments 


of the 


ANNALS OF SURGERY 


have exceptional facilities for illustrating, printing, 
and binding medical and surgical works, school and 
college catalogues, and hospital, asylum, and insti- 
tutional reports. 
The proof-read- 
ing department Is 
especially well 


revise, and prepare 
for press medical 
publications of 
every description. 


specialty is 

made of the print- 

ing of fine editions of memoirs and monographs 

for private distribution and of biographical, histori- 
cal, and genealogical works. 

Also binding in every variety from the plainest 
cloth to the finest Levant morocco, either of single 
volumes or of complete libraries. 

Manuscripts, models, drawings, and photographs 
sent for estimate or publication are kept in fire-proof 
vaults. 

Correspondence concerning the manufacturing of 
every description of book or pamphlet work solicited 
and given prompt attention. 


ANNALS OF SURGERY, 
227-231 South Sixth St., 


Philadelphia, Penna. 


qualified to correct, 


When writing, please mention ANNALS OF SURGERY. 
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GLYCO-THYMOLINE 


In ‘Traumatic Wounds, Burns, etc., absolutely prevents infection, aiding nature in making rapid repair. 


‘<The contact of acid solutions or any other fibrin coagulating sub- 
stance, such as bi-chloride of mercury, etc., with the fibrin of the tissues 
and blood, causes it to coagulate and to solidify, through which the capil- 
laries do not readily penetrate, hence sloughing and a fertile field for germ 
growth is the result. 

‘*An alkaline solution (Glyco-Thymoline ), on the other hand, main- 
tains the fibrin in a soluble form, preparing an easy way for and to protect 
the capillaries and other blood vessels, thereby sustaining and fostering cell 
growth, resulting in the rapid formation of healthy granulation."’ 


FIRST AID TO INJURED 


A bottle of Glyco-Thymoline will be sent free to any surgeon or physician 


who will pay express charges. 


Address KRESS & OWEN COMPANY, 210 Fulton Street, New York, N. Y. 


Give circumference of abdomen on line of Rupture. 
State if for Right or Left 


Flavell’s Elastic Trusses, ABDOMINAL SUPPORTER 


Give exact circumference of abdomen at K, L, } 


Can be Worn Day and Night. 

SINGLE TRUSS Adults 
A. Plain $1.50 
B. Fine 2.90 
C. Silk 2.50 
4 DOUBLE TRUSS Adults 
A. Plain $2.50 
B. Fine 3.00 
C. Silk 4.00 


Silk Elastic. ...... $3.28 
Thread Elastic . . . 2.50 


FLAVELL’S UTERINE SUPPORTER 


PNEUMATIC PADS. 


STOCKINGS. 


Give exact Circumference and 
Length in all cases. 


NET PRICE TO PHYSICIANS 


Stout Fine 

Silk Silk Thread 

each each each 
A to E $2.50 $2.00 $1.50 
AtoG 4.25 3.50 2.50 
Atol 6.00 5.00 4.50 
CtoE 1.80 1.25 1.00 
EtoG 1.50 1.25 1.00 2 
AtoC 1.50 1.25 1.00 


foods sent by Mall upon 
recelpt of price. 
Safe delivery guaranteed. 


Send your Orders Direct to NET PRICE TO PHYSICIANS 
G. W. FLAVELL & BRO., $2.50. 


1005 Spring Garden St., Philadelphia, Pa. 


When writing, plecse mention ANNALS oF SurGeERyY. 9 
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e Solicit\the Physician's Patronage Direct. 


Give measure 2 inches below Navel. 


State If for Prolpasus, Retroversion, 


or Anteversion. 
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§ The Successful Introduction 


of a really meritorious remedy is immediately followed by 
the unwarranted and most damaging dissatisfaction of Imi- 
tations and Substitutions, which flood the market almost 
WN AN beyond the physician’s comprehension, it therefore behooves 
as: = us to kindly and particularly request not only the specification 

AN (Gude), but the prescribing of ORIGINAL BOTTLES by 
every physician who desires to employ in his treatment 


which is the original and only true organic preparation of iron and 
manganese, and the source and foundation of all the exceptional 
and positive therapeutic merit experienced in this product. 


imitations with similar sounding names, but dissimilar in every other respect, 
are mischievous enough, but in nefariousness are 
yet unequal to substitution and the substitutor, against whom 
the physician’s only assurance is an original bottle. 


GuDE’s PEPTO-MANGAN has, since its introduction to the Medical Profession of the 
World, always proved its superiority over other blood-making compounds, and further- 


more will always substantiate all the statements so highly commendiny its value, 


As this certainty in efficacy has won for this preparation the confidence and re- 
liance of the physician, we, to protect you, your patients and ourselves against such 
conscienceless methods, earnestly ask the prescribing of original bottles only. This 
request, though seemingly of little importance, will be significant in view of the 
astounding knowledge that 75% of the manufacturers are not only offering but 
selling gallons and kegs of so called ‘‘Just as Good”’ iron mixtures, which have 
not undergone and dare not undergo either the scrutiny of the physician or ex- 
amination by the chemist. 


While there is only one Pepto-Mangan 
which is never supplied in any form of package other than our 
regular eleven-ounce hexagonal bottle, . . . 
& you will readily surmise the intent of these imitation preparations which are wholly + 
unknown to the Medical Profession, and agree with us in the importance of the 
above request. 

Any one offering Pepto-Mangan in bulk form, either intentionally or unin- 
tentionally practises substitution; hence our solicitation for your co-operation 
against this harmful, unjustifiable, and inexcusable fraud. 


ost ot M. J. BREITENBACH COMPANY, 


53 WARREN STREET NEW YORK. 
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A NATURAL ANTISEPTIC APERIENT. 


SAMPLES SENT FREE TO PHYSICIANS. 


The “MEDICAL JOURNAL,” Nov., 1902, 


Says concerning Kutnow’s Powder: 


‘* Disorders of the liver—whether arising from excessive or deficient 
secretion of bile, with such well-known characteristic symptoms as headache, 


nausea, pain in the abdomen, diarrhcea and low spirits, or with the impor- 


tant symptoms of dyspepsia, such as constipation, a feeling of 2bnormal . 


fulness or emptiness, heartburn, an offensive taste, foul breath, a furred 


tongue, flatulence, irregular heart action, an emaciated countenance, drowsi- 
ness, and languor—these are now most successfully treated by Kutnow’s 
Powder. ‘This preparation is a natural antiseptic aperient. Amongst the 
many eminent specialists who have commended Kutnow’s Powder in the 
highest terms we note the names of Sir Andrew Clark, M.D., Sir Morell 
Mackenzie, M.1)., and Professor Lawson ‘Tait, M.D. We may add that 
Kutnow’s Powder is pleasant to the taste, decidedly refreshing, and is well 
sustained by the most delicate stomach. It produces an immediate sense of 
relief, or to put it in the words of a patient, ‘It seems to at once take away 
a load of trouble.’ 


KUTNOW BROS., LTD., 853 BROADWAY, NEW YORK CITY, 
AND AT 41 FARRINGTON RD., LONDON, E. C., ENGLAND. 
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Doctors 


Should all take a course in 
Chemistry and 


Pharmacy 

in order to keep up with the 
times. 

Easy, Simple, Complete, 


Practical, Cheap, Quick, 
aid by mail. 


STUDENTS 


will find it of great value before 
attending lectures. Do you 
want to be a Qualified and 
Practical Druggist as well asa 
Physician? Sample Lectures 
Free. 


Our graduates can pass 
any Pharmacy Board 


Practical Druggist Institute 
100 Fulton Street, New York 


SIPHO 


SURGICAL PUMP 
AND ASPIRATOR 
Operated with compressed 
alrand VACUUM Suction 


Consists of two nickel cylinders, 
with air pumps between to create 
ompressed air in one cylinder 
and vacuum tion in the other 
Open valve and mpressed air forces liquid from one cylinder in 
six forceful streams through end of nozzle The vacuum sucks it 
back at entre of nozzle to other cylinder. Will inject an ith 
{raw a quart douche in half amin r and without a drop of leakag 
No need of aru bt er blanket, ! pan or other protecti evice 
This is the only effective “Y sringe the only one a physician 
will use when he knows its There nothing t mpare 
it. A very rtant a ij in tt successful gynecology. Send 


for booklet, and special price to physicians 


SIPHO SYRINGE CO. 
330 MAIN ST., RACINE wWiS. 


‘ALLEW S FOOT-EASE 


SHAKE INTO YOUR SHOES 
Allen’s Foot~Ease, a powder for the 
feet. Itcures painful, swollen, smarting 
nervous feet, and instantly takes the sting 
out of cornsand bunions, It’s the great- 
est comfort discovery of the age. 
Makes tight-fitting or new shoes feel easy. 
It is a certain cure for ingrowing nails, 
and hot, tired, aching feet. 

e have over 30,000 testimonials. 
It TO-DAY. Sold bya'l Druggists and 
Shoe Stores, 25c. Do not ac ceptanimi- 
tation. Sent by mail for 25c. in stamps. 


FRE TRIAL PACKAGE 
sent by mail, 
OTHER GRAY’S. SWEET 
pow Child ty D 
laren ru, 8 
 “Oh,WhatRest Srerywhere, ‘Trial Package FREE. Ad- 
and Comfort! ALLEN S. OLMSTED, Le Roy, N. ¥. 


{ Mention this magazine } 


FORA 


TWO DOLLARS wane 


WE WANT YOUR DEALER'S NAME 
(Stationer, Jeweller, or Druggist) and AS 
AN INDUCEMENT FOR YOU TO SEND IT 
TO US, we will send, postpaid, your choice 
of these popular styles 


LAUGHLIN FOUNTAIN PEN 


Superior to the $3.00 
grades of other makes, for 
the name and only 


$1.00 


By Registered Mail &c, extra. 


If you do not find the 
pen as represented, and su- 
perior in every respect to 
any pen you ever used, 
f return it and get your $1 
i back, as the pen is 


SENT ON APPROVAL 


to responsible people. 


It Costs you Nothing 


<M 


4 to try it a week. Safety 
7 Pocket Pen Holder sent with 
each pen 


FREE OF CHARGE. 


Do not miss this oppor- | 
tunity to secure a $3 value @ 
at a price that is only a | 
fraction of its real worth. | 
Finest grade 14-Karat Gold 
Pen and guaranteed. Every- 
body knows that in Foun- 
tain Pens the 


Laughlin 


has no equal, and is always @ 

sold under the express con- 
ditions that if not entirely 
satisfactory, your money re- 
funded. Address 


LAUGHLIN MFG. CO. 


646 Griswold St. DETROIT, MICHIGAN 
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ANTIPHLOGISTINE 


Has won from the gynecologist well-merited praise. Its potent 
influence upon the intimate sympathetic system of the uterus 


PREVENTS 


he exhausting pain of uterine and ovarian congestion, whether 
due to benign functional disturbance or malignancy of growth. 
Antiphlogistine should be applied warm and thick over the entire 
abdomen and covered with cotton and a compress. This should 
be the routine treatment for all 


CATAMENIAL 


Derangements. For the patulous uterus, the indurated cervix of 
endometritis and between the menstrual periods for the correction 
of dysmenorrhea, introduce, per vagina, Antiphlogistine tied in 
a loose gauze sack, slightly larger than the ordinary glycerine 
tampon. ‘This method permits of easily molding Antiphlogistine 
around the os and cervix of the uterus. Congestion, pain, 


migraine and the varied 


IRREGULARITIES 


\re corrected through the induction of osmosis and dialysis of 
inter-cellular fluid. ‘The intramural tension is quickly reduced, 
analgesia occurs, and undisturbed cervical drainage results. 


This treatment is much superior to the ordinary glycerine tam- 


pons. Marvellous results accrue to patient and physician. 


The Denver Chemical Mfg. Co. 


DENVER LONDON NEW YORK 
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AMERIGAS MOST POPULAR RAILWAY 


PERFECT PASSENGER SERVICE 


BETWEEN 


CHICAGO ™» KANSAS CITY, | 

CHIGAGO »»PEORIA, 

ST.LOUIS“ KANSAS CITY. 


THROUGH PULLMAN SERVICE 
BETWEEN CHICAGO AND 


HOT S Ark. DENVER.Colo, 
TEXAS. FLORIDA. UTAH, 
CALIFORNIA 4%» OREGON. . 


IF YOU ARE CONTEMPLATING A TRIP, ANY POR’ 
TION OF WHICH CAN BE MADE OVER THE CHICAGO 
ALTON, IT WILL PAY YOU TO WRITE TO THE UNDER 
SIGNED FOR RATES, MAPS, TIME-TABLES, ETC. 


J, CHARLTON, 
GENERAL PASSENGER AGENT, 
CHICAGO, ILL. 


St. Winifred’s Hospital, 


1025 Sutter Street, 
SAN FRANCISCO, CALIFORNIA. 


A New FIRE-PROOF Hospital 


with Fifty Sunny Rooms. Centrally 
located. The most Modern Operating 
Rooms in the West. <A Private Sana 
torium for Medical and Surgical Cases. 
WINSLOW ANDERSON, M.D., M.R.C.P. Lond., etc 
Medical Director. 


THE 


“Colorado Short Line,” 


«-DIRECT TO... 


Glenwood Springs, Colorado 
Springs, Manitou 


AND ALL THE 


Famous Resorts «Rockies. 


Elegant Pullman Sleeping Cars, Observa- 
tion Parlor Cafe Dining Cars, with 
Electric Lights and Fans, and 
Free Reclining Chair Cars. 


W. E. HOYT, G.E. P. Agt., 335 Broadway, N.Y. 


WYTHEVILLE SANATORIUM 


For Diseases of Women, Nervous Diseases, 
Surgical Cases, ete. 
Separate rox 


ms for patients. Terms, includi ing Board, 


Pot ps and Medical attention, $15 to $35 per week. Sur 
erations extra For furt he r information addre 

GY THEVILLE SANATORIUM, Drawer Orie 

ville, Va. J. T. Granam, M.D., Supt 


DR. BROUGHTON’S 
Sanitarium 


FOR THE CARE OF OPIUM AND 
OTHER DRUG ADDICTIONS, 
INCLUDING ALCOHOL AND 
SPECIAL NERVOUS CASES 


For information, apply to 


R. BROUGHTON, 
ROCKFORD, ILL. 


M.D. 
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CHEMSOLe 


THERMOL 
THE MATCHLESS 
ANTIPYRETMC ANALGESIC AND 


GUAIALIN 
THE MOST EFFICIENT ant 
TUBE@CULAR INTESTINAL 


1OOOMUTH 


PAP EXCELLENCE 


CIURAZIIN 


THE ACTIVE DURE 


FERMANG 


THE UNEQUMLED PLPTONATE 
OF (ROW AND MANGANESE 


SYR GLYCERO- 
PHOSPHATES 


THERMOL SAL VYLATE 
COMP TABLETS 


HE ANTIOOTE FOR 
AND GOUT 


NAPHTOFORM 


DIASTIN 


THE BEST 


ir. 


Dear Doctor: 

The chemical product Acetyl Methylene di Salicylic Acid, 
has for convenience been named UR-A-SOL, because it is a true 
URIC ACID SOLVENT. 

Formaldehyde or methylene is a uric acid calculus sole 
vent, and has been known to dissolve the uric acid deposits 
left in the joints, It sterilizes the urine and greatly les- 
sens the numbee of gonococci in gonorrhoea, and maintains a 
paramount healing influence over the entire mucous surface of 
the genito-urinary tract. 

Salicylic acid in itself is almost the specific for the 


uric acid diathesis, and its antiseptic properties are well 
| known. But the faults of gastcic disturbance and heart dee 
pression, have limited the use of this valuable remedy. 
| In uniting these two drugs into one, all of the distinct 
virtues of both have been retained, minus their faults, and 
‘their therapeutic properties have been greatly enhanced 

| through our process of acetylization. Stripped of the irri- 
| tating and depressing qualities and being almost non-toxic, 

| UR*A-SOL is the one remedy to use to keep the blood sterile 
/and the stopping of its use as a culture medium for the prope 
| agation of the germs of the disease, 

In every case where there are any specific bacterium to 
be removed, or uric acid poisoning to be counteracted and 
eliminated, or other disease in which an antiseptic, diaphor- 

| etic, or URIC ACID SOLVENT is indicated, there is none so ef-. 
ficient and safs as UR-A-SOL. 

We would suggest the use of five grain doses every two 

or three hours, or fifteen grain doses evgry five or six hours. 


ANY. 


Presidenv. 


When writing, please mention ANNALS OF SURGERY. 
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With SPONGE RUBBER, 


From Casts and Measurements WITHOUT Leaving Home 


MINNEAPOLIS, MINN. - U. S. A. 
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The Winkley Artificial Limb C 

e Winkley Artificial Limb Co. 

(Incorporated under the Laws of the State of Minnesota.) 
JEPSON BROS., Sole Owners. 


LARGEST MANUFACTORY OF ARTIFICIAL LEGS IN THE WORLD. 
MANUFACTURERS OF THE 


LATEST IMPROVED, PATENT ADJUST- 
ABLE, DOUBLE SLIP SOCKET 


Artificial 


(Warranted NOT to Chafe the Stump.) 
Leg for 


Mexican Felt or English Willow FOOT. «= 


low the 
PERFECT FIT GUARANTEED 
place. 


Send for our New Illustrated Catalogue. 


A True Nutritive-Tonic 


( SOLDEN'S Liguip Breer Tonic lifts the patient out of a state of 
extreme depression, and restores the organs to a condition 
where they are strong enough to respond to further medication. 


It is a true nutritive-tonic-stimulant, powerful in its appetite- 
creating and systcm- invigorating properties. 

It is of the greatest service to physicians in dealing with those 
troublesome, obstinate, chronic cases of depression, which otherwise 
refuse to respond. 

See that your patient gets the genuine Colden’s Liquid Beef Tonic. 
Sold by druggists generally. Samples free to physicians. 


THE CHARLES N. CRITTENTON CO. 


SOLE AGENTS FOR UNITED TAT ES 


115-117 FULTON STREET, NEW YORK | 
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Listerine is extensively em- 


ployed in the treat- 
ment of various forms of DrarrHea 
occurring in children and adults. It is 
administered in doses of ‘TEN DROPS to a 
TEASPOONFUL, as an antidote and corre¢tive 
to the fermentative and_ putrefactive 
changes taking place in the contents of 
the alimentary canal. 


In combating serious illness, it is doubly important to be assured that 
the patient is supplied with genuine Lagterimne, as the substitutes 
sometimes offered by the trade are generally of undetermined antiseptic 
strength and too often worthless for the purpose for which they are 


required. 


A PAMPHLET ENTITLED: 


** Summer Complaints of Infants and Children” 
MAILED UPON REQUEST 


LAMBERT PHARMACAL CQO. 
Saint Louis, V.S.A. 
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BACK NUMBERS WANTED 


Volume X., No. 5, November, 1889 
Volume XXV., No. 6, June, 1897 
Volume XXVIII., No. 5, November, 1898 
Volume XXXI., No. 5, May, 1900 
Volume XXXV., No. 1, January, 1902. 


Any one having any or all ot the above numbers to 


dispose of will please address 


“BACK NUMBERS,” 


care of ANNALS OF SURGERY, 


227 South Sixth Street, 
PHILADELPHIA, PA. 


ADVENTURERS 


will not persist in annoying 


Physicians, Surgeons and Dentists 


who are protected against suits for 


alleged MALPRACTICE by a policy in 
THE FIDELITY AND GASUALTY COMPANY oF NEW YORK. 


, = company wil defend its clients against any such proceedings at its own 


cost, and if damages are awarded will pay same up to ‘Two Thousand Five 


Hundred Dollars for injuries suffered by one person, or Five ‘Thousand for 
injuries suffered by more than one person for a premium of ‘Ten Dollars a_ year. 


Insurance for double above amounts at same ratio. Agents in all considerable towns. 


Special forms of Accident and Health Insurance for Physicians, Surgeons and Dentists 
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and Hemostatic. 


4 


hemostatic known. Some conception of its potency may be 

gained from the fact that a single drop of a solution of the 
strength of one part to ten thousand parts of water will blanch the 
mucous membrane of the eyelid in from thirty seconds to one 
minute. Its physiologic action is almost magical in its prompt- 
ness and positiveness. 


SOME OF ITS USES. 


Solution Adrenalin Chloride is of marked value ina 
wide variety of conditions and diseases, among which are the fol- 
lowing (and the number is constantly increasing): 


ADP temostat CHLORIDE is the most powerful astringent and 


ANGIONEUROTIC EDENA GENITO-URINARY Diseases METRORRHAGIA 

ASTHMA . urethritis, cystitis, strict- NASAL SURGERY 

CAPILLARY OOZING ure, etc.) OTITIS MEDIA 
(in abdominal operations) HEMATEMESIS PHARYNGITIS 

CHLOROFORM SYNCOPE HEMATURIA POSTPARTUM HEMOR- 

CONJUNCTIVITIS HEMOPTYSIS RHAGE 

CORYZA INTESTINAL HEMORRHAGE RHINITIS 

EPISTAXIS IRITIS SURGICAL OPERATIONS 

EXOPHTHALMIC GOITRE rendered bioodless 

GASTRIC ULCER LU TONSILLITIS 

HAY FEVER MENORRHAGIA UTERINE FIBROMATA 


Solution Adrenalin Chloride is supplied in the strength of 1 part Adrenalin 
Chloride to 1000 parts normal saline solution (with 0.5%, Chloretone as a pre- 
servative), in ounce glass-stoppered vials, ready for immediate use. 


PARKE, DAVIS & CO. 


LABORATORIES: 
Detroit, Mich., U. S. A.; Walkerville, Ont , Can.; Hounsiow, Eng. 
BRANCHES: 
New York, Kansas City, Baltimore, New Orleans, Chicago, Minneapolis, Memphis, Indian- 
apolis, Boston, St. Louis; London, Eng.; Montreal, Que.; Sydney, N. S. W. 
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FIFTY-EIGHTH YEAR 


Buftalo Medical 
Journal 


ESTABLISHED 1845 BY AUSTIN FLINT, M.D. 


Editor, WILLIAM WARREN POTTER, M.D. 


ASSISTANT EDITORS 
WILLIAM C. KRAUSS, M.D. NELSON W. WILSON, M.D. 


ASSOCIATE EDITORS 
JAMES WRIGHT PUTNAM, M.D. ERNEST WENDE, M.D. 
JOHN PARMENTER, M.D. JOHN A. MILLER, Ph.D. 
HARVEY R. GAYLORD, M.D. MAUD J. FRYE, M.D. 


ADVERTISERS 


Get the superlative advantage of a Magazine of 
established reputation, that admits to its columns 
nothing unethical or of an objectionable nature 


RATES ON APPLICATION TO 


WILLIAM WARREN POTTER, M.D. 


EDITOR AND PUBLISHER 


284 FRANKLIN STREET, BUFFALO, N. Y. 


Subscription Price, $2 a Year Send for Specimen Number 
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The cheapest is not always the Best, but the Best ts always the cheapest 


THE “NEW AGNEW” 


Coach-Ambulance 


This Sanitarium Vehicle is unexcelled 
for Convenience, Comfort, and Durability. 
A Perfect Coach. A Perfect Ambulance. 


Contains best of all modern equipments. 


This is made either as a horse drawn 
vehicle or an Electric Automobile. 


Our price ts reasonable. Ask for tt. 


FULTON & WALKER COMPANY, 


20th and Filbert Sts., PHILADELPHIA. 


When writing, please mention ANNALS oF SURGERY. 21 
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JOURNAL PROSPECTUS. 


JOURNAL OF THE 
Association of Military Surgeons 


of the United States. 


The only Journal devoted to the Military Aspects of 
Medicine, Surgery and Hygiene in the 
English Language. 


Announcement, 


Original Hrticles. 


The Journal will, in each number, continue the publication of original papers 
of the high order which has hitherto characterized the work of the Association. Ar- 
rangements have been made for important memoirs relative to the medico-military 
conduct of campaigns inall landsand by all nations. 


Reprints and Cranslations. 


The medico-military literature of other countries will be freely laid under con- 
tribution, and all important articles in contemporary literature will be drawn upon. 


Medicoe<Military Inder, 


Allarticles in current literature pertaining to military medicine, surgery and 
hygiene, not republished will be promptly reported, 


Lditorial Department. 


An accomplished corps of collaborators will cooperate with the editor in) pre- 
senting timely discussions, reviews, comments, and general information relative to 
current events of medico-military interest. 


Typography and Wlustration. 


The Journal will continue to be printed in the best style upon heavy super- 
ealendared paper and fine illustrations will continue to be freely employed whenever 
possible to elucidate the text by theiruse, 


Subscription, Five Dollars a Year in Advance. 


Free to members of the Association of Military Surgeons of the United States 


Association of Military Surgeons, 


Carlisle, = - = Pennsylvania. 
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The Reconstruction Days 
of the 
Convalescent 
| Patient 
| demand a maximum of tissue-building food, a 
{ which must be given in a form easily assim- 


ilated. Such a tissue-builder and mild 
stimulant is 


It is rich in proteids, phosphates and the 
digestion ferments of malt, with proper 
| amount of carbohydrates. 


Acceptable to the stomach, easily ab- 
| sorbed by the alimentary mucous membrane, 
and of high nutritive value. 


Sold only by the drug trade. 


Pabst Extract Laboratory 
| Milwaukee, Wis. 
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A COSMOPOLITAN MEDICAL JOURNAL 


FOUNDED BY JOHN WILLIAM KEATING, M.D., JANUARY, 1879. 


Che and Surgeon 


ANN ARBOR axp DETROIT 


EDITORS 
Joun Wiiuram Keatinc, M.D. Frank Bancuarr Wacker, M.D. 


DEPARTMENT EDITORS 


REUBEN PETERSON, M.D. HENRY O. WALKER, M.D. 
ALDRED SCOTT WARTHIN, M.D. AUGUSTUS WRIGHT IVES, M.D. 
CYRENUS GAVITT DARLING, M.D. ARTHUR DAVID HOLMES, M.D. 
JAMES RAE ARNEILL, M.D. GUY LINCOLN KIEFER, M.D. 
THOMAS STONE BURR, M.D. DELOS LEONARD PARKER, M.D. 
DAVID MURRAY COWIE, M.D. WALTER ROBERT PARKER, M.D. 


OFFICIAL ORGAN 


The Detroit Medical Society The Northeastern District Medical Society 
The Saginaw County Medical Society The Central Michigan Medical Society 
The Kalamazoo Academy of Medicine The Upper Peninsula Medical Society 
The Grand Rapids Academy of Medicine The Detroit Academy of Medicine, etc. 


A Strictly Ethical Publication 


OWNED, EDITED, PUBLISHED, AND CON- 
TROLLED WITHIN THE PROFESSION 


Two Dollars a Year Twenty Cents a Copy 


ADDRESS 


JOHN KeEaTING, M.D. 
ANN ARBOR, MICHIGAN 
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PHYSICIANS. 


PROTECT YOUR PROFESSIONAL 


INFORMATION 


ASK FOR PAMPHLET L WHEN WRITING. 


DEFENSE Co. 


FORT WAYNE, IND. 


PROPHYLACTIC | 


—IN~ 


ALLEGED 
MALPRACTICE. 


REPUTATION AS WELL AS YOUR 
POCKETBOOK BY PURCHASING 
CONTRACTS. 


FULL 


nem s ves 


Dr. Justin Heroin, of 325 East Eighty- 
seventh Street, New York City, recovered a 
verdict of $12,158 against the Metropolitan 
Street Railway Company for injuries he re- 
ceived, three years ago, in a collision while a 
passenger on one of their cars. 

The case was tried successfully by his attor- 
neys, H, A. Herold and 8. C. Baldwin, of 108 
Fulton Street, before Judge Leventritt and a 
jury in the Supreme Court. 

Dr. Herold is the well-known 
‘Herold’s Legal Medicine 


NOT OPIATES, BUT ANTIPHLOGISTINE. 

PAIN is the greatest instrument of torture with 
which the practitioner has to contend. It is the one 
symptom to which the laity attach the utmost impor 
tance. Absence of pain is to the patient always sug- 
gestive of improvement. Its presence, especially in 
uterine affections, causes apprehension of operation, 
and for the relief of those cases who will not submit 
to operation and in inoperable conditions Antiphlo- 
gistine strongly recommends itself, not only as a pal- 
liative measure, but as an excellent remedial agent. 
This fact has been successfully demonstrated by the 
gynecologist. Its value in acute and chronic condi- 
tions of the ovary and uterus is prompt, permanent, 
and certain, 


author of 


| mattresses. 


INTERLACED CURLED HAIR 
MATTRESSES, PILLOWS, AND PADS 


The Only Mattress on the Market, 


embodying all hygienic conditions, so essential in the 
treatment of Surgical, Lying-in and Contagious Diseases. 
Composed of an Interwoven Horse Hair 
Fabric, made in continuous sheets, and proper thickness, 
to create the elasticity for which it was designed. 
The pronounced advantages of this mattress is 


= SPRINGINGNESS, 


as brought about by the interlacing process, 


making the hair one whole piece, and which can 
| be handled indiscriminately the same as any other 


woven material. The porosity of the above is 
pronounced, giving it the advantage of being 


WASHED, CLEANSED, and FUMIGATED 


at will. We use only the best curled hair in our 
Interlaced Mattresses, Pillows, Pads, etc. 


NO FOREIGN MATERIAL. 


Prices are on a line with better grades of ordinary hair 
Send for descriptive matter, prices, etc. 


AMERICAN INTERLACED CURLED HAIR CO. 


451 Bourse BuitDInG, PHILADELPHIA. 


MAPLEWOOD. 


NEAR CINCINNATI, 


OHTO, 


A Sanatorium established in 1875 for the 
private care and medical treatment of Drug 
and Alcoholic Habitues. 

Beautifully located in the Miami Valley, 
thirty miles from Cincinnati. Easily accessi- 
ble by train. Location unsurpassed. Excel- 
lent accommodations. Cure Guaranteed. 
No Restraint. Rates reasonable. For terms 
and full information address, 

MapLewoop SANATORIUM, 
Dep. 81, Lebanon, Ohio. 


BLOOD WILL 
TELL, 


zarded as essential to a thorough 
diagnosis. Been too troublesome or 
expensive heretofore. Different now. 


The Tallquist Hemoglobin Scale 


‘Makes hemoglobin estimation no 
Patented June 26, more of an undertaking than feeling 
19 the pulse.”’— Cadot. 


$1.50, Postpaid. 


For sale by the trade generally. 


The testing of the 


Special circular. 
EDWARD PENNOCH, 
Sole American Agent, 
Woodland Ave., opp. Med. Dept. University of Pa., 
PHILADELPHIA. 
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QUILTED 
Mattress Pads 


N acknowledged luxury for the 
bed, and endorsed by physi- 


cians for the nursery and for obstet- 


rical purposes. ‘hese Pads are made 
of bleached white muslin, both sides 
quilted, with white wadding of the 


best grade between. 


=a 


SS 


Keeps bed clean and sweet, mat- 
tress in a sanitary condition. Restful 
to sleep on. Saves labor and money. 
Babies can be kept dry and in com- 
fort. Easily washed. 

Send for sample. 


Made in fourteen sizes. ‘The 
popular sizes are: 18x 34, 27x 40, 


36x 76, 42x76, 54x 76. 


For Sale in Dry Goods Stores 


The Excelsior Quilting Co. 


15 Laight Street, New York City 


VERY LOW RATES TO MANY POINTS 
REACHED VIA SOUTHERN RAILWAY. 


THE Southern Railway Company announces 
the sale of tickets at extremely low rates from 
points on its lines for the following special Oe 
CuSIONS 
ASHEVILLE, N. C.—Southern Educational As- 

sociation, June 30—July 38, 1908. 
ASHEVILLE, N. C.-—-Southern Student Con- 

ference and Convention, Y.W.C.A.. June 

12-22, 1903. 

ASHEVILLE, N. C.— American Society of Civil 

Engineers, June 8-12, 1908. 

ASHEVILLE, N.C National Dental and Ad- 

junct Societies, July 24-381, 1908 
ATHENS. Ga.--Summer School, July t-Au- 

gust 1908 
ATLANTA, Ga.— National Convention BLY, 

P.U. of America, July 0-12, 1908, 
KNOXVILLE, TENN. Summer School, June 

23-July 31, 1903 
MoNTEAGLE, TENN. Bible School, July 1 

August 50, 1905. 
NASHVILLE, TENN Peabody College Sum- 

mer Schools, June 1—July 80, 1908, 

Str. Louts, Mo.—Sangertest of North Amer- 

ican Sangerbund, June 17-20, 1905, 

National Encampment, 
San Franeiseo, Grand Army of the 
Los ANGELES, CAL Republie, August 
17-22, 1908 
TuskkGEE, ALA.—Summer School, June 26 

August 7, 1905 

Above rates open to the public 

Tickets will be sold to above points from all 
stations on Southern Railway 

Detailed information can be had upon appli- 
cation to CHartes L. Hopkins, District Pas- 
senger Agent, Southern Railway, 828 Chestnut 


Street, Philadelphia, Pa. 


PERFECT DISINFECTION 


By using 


TRENNER LEE FORMALDEHYDE DISINFECTOR 
PRIMARY DISINFECTION 


By using 
LEE'S FORMALDEHYDE SULPHUR TORCH 


Manufactured by 


J. ELLWOOD LEE CO., 


CONSHOHOCKEN, Pa. 


Literature on application. 
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CHICAGO 


ROENTGEN 
X-RAY 


LABORATORY 


6000 Skiagraphs taken 


within past six years 


END for book co 
Skiagraphs of ‘Tumors, Cysts, 
and Blood Clots in the Brain 


ntaining 


Renal, Vesical, and Biliary Cal 
cull Diseases of Lungs; Cavi 
ties, Phthisis, ete Diseases of 
the Heart, Aneurysms, Pericar 
ditis with effusion; Floating 
Kidneys, Tumors Rone Diseases, 


Fractures, Dislocations also 
Deformities of the Hip, Spine, 
and other parts of the body 
Established May, 18906 
for Medical Diagnosis 


W. C. FUCHS 
406-407-408 Schiller Bldg. 
103-109 Randolph St. 
CHICAGO 

Delephone Central 11 


Fracture of the rim 


from 
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| 
ROEN NX RA ; 


f this fracture 


f'the Acetabulum in a physiciar ifferential diagn si 
fracture ofithe*ne ide by the ys 


Take a Sea Trip 


FOR 


COMFORT, PLEASURE, 
and RECREATION || 


Merchants nts Miners’ Trans. C Co. 


*‘QUEEN OF SEA RCJUTES” 


BETWEEN 


BALTIMORE, NORFOLK, AND BOSTON 
PHILADELPHIA AND SAVANNAH 
PROVIDENCE, NORFOLK, AND BALTIMORE 
BALTIMORE AND SAVANNAH 


Accommodations and Culsine Unsurpassed. 
Send for Booklet 
WwW. P. TURNER, G.P.A., Baltimore, Md. 


POLK'S 


WAS ESTABLISHED IN 1886. 


Do Not Be Deceived By Imitators. 
See that the name R. L. POLK & CO. 


IS ON THE ORDER BEFORE YOU 
SIGN IT. 


POLK’S is the only complete Medical Directory. 


POLNH’S is the only Medical Directory havingan 
index to all physicians in the United States. 


POLK’‘S has stood the crucial test of time with 
ieoreoees popularity. It thoroughly covers 
the field. 


R. L. POLK & CO., Publishers, 


DETROIT, MICHICAN. 
SUBSCRIBE NOW. 
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A Treatise on 
Appendicitis 


TREATMENT BY MEDICAL AND 
SURGICAL METHODS. 


GEORGE RYERSON FOWLER, M.D. 


235 pages. 58 illustrations, 13 plates— 
5 colored. 8vo. 


Cloth, $2.50, 


Delivered. 


S the difficulties attending the differential 
diagnosis of inflammatory lesions of the 
vermiform appendix—even by physicians of 
ability—are well known, all available knowl- 
edge of the lesions likely to be mistaken for 
appendicitis has been so systematized in one of 
the new chapters as to assist practitioners in 
arriving ¢t a conclusion in doubtful cases ‘n 
asearly sage of the disease as is possit 'e 


V rite tor illustrated circular. 


Appendicitis and 
its Surgical 
Treatment 


WITH A REPORT OF 185 OPERATED 
CASES 


By HERMAN MYNTER, M.D. 


Second Edition. 226 pages. 12mo. 


Cloth, $2.00, 


Delivered. 


HE anatomy, histology, etiology, pathol- 

ogy, classification, symptomatology, 
complications and sequelz, diagnosis, prog- 
nosis, and treatment are all considered. It 
is a valuable and summarized compendium of 
the views of medical men up to the present 
time, and the one to which you will turn if 
you desire a complete knowledge of the sub- 


ject. 


Our Complete Medical Portrait Catalogue 
sent free to any address upon 
application to 


J. B. Lippincott Company 
PUBLISHERS 
LONDON PHILADELPHIA 


ABSTRACT Of a report supplied by Schering & Glatz, 
of New York, on 


THE MODERN THERAPY OF SEPTIC 


PUERPERAL AND SURGICAL IN- 
FECTIONS. 


BY ROSWELL PARK, M.D., LL.D., 
PROFESSOR OF SURGERY, UNIVERSITY OF BUFFALO, 
(Abstracted from The Alpha Omega Delta Bul 

letin, March, 1903.) 

Iifticient measures for the treatment of sur 
gical infections are the various silver prepara 
tions for whose introduction into surgical and 
obstetrical work we are indebted to Credé, of 
Dresden. For an effective antiseptic which is 
devoid of marked toxic or irritating properties 
Allotropie silver (Collargolum) seems to offer 
the nearest approach thereto. Between this 
silver preparation which is so bland and the 
silver salts like nitrate of silver, there are the 
lactate and citrate of silver, also introduced by 
Credé, of which reasonably strong solutions can 
be used upon quite sensitive surfaces without 
producing much, if any, disturbance, 

First take the aqueous solution of soluble 
metailic silver (Collargolum), which in the 
strength of 1 to 500 in distilled water makes 
a somewhat cloudy solution. In this strength 
it may be used by intravenous injection in cases 
of severe general or puerperal sepsis, rapidly 
spreading gangrene, acute articular rheuma 
tism, or other serious infections. In fact, solu- 
tions as strong as 1 to 100 may be employed; 
it being desirable to introduce 6 centigrammes 
(.9 grain) to 10 centigrammes (114 grains) at 
least. If there be difficulty in injecting it into 
a vein, it may even be given beneath the skin. 
Unpleasant effects will not be noticed, neither 
will any immediate relief follow; but the solu 
tion thus introduced, coming into contact with 
the blood, which in these cases is swarming 
with germs, will promptly begin its bactericidal 
work, whose effects should be manifested after 
two or three hours by a fall of temperature and 
amelioration of septic symptoms. Silver used 
in this way has been of great service in cases of 
carbuncle and even of acute anthrax. Moreover, 
its administration may be repeated as often as 
may seem necessary. 

When metallic silver is made into a suitable 
ointment (Unguentum Credé), which, by the 
way, much resembles mercurial ointment, and 
is then applied to the skin, there is a rapid ab- 
sorption of the silver itself with its dissemina- 
tion into the blood stream and results like those 
just mentioned. It is simply a somewhat 
slower method of introducing it into the sys- 
tem. Cleanse the skin thoroughly, smear the 
ointment freely over the surface, cover the area 
with oiled silk, and put over this, if comforting 
to the patient, a warm application to promote 
absorption. If the surface be not tender, the 
ointment may be rubbed in. In cases of puer- 
peral sepsis it may be applied over the abdomen 
or to the inside of the thighs. In erysipelas it 
should be applied to the affected part. It makes 
very little difference what the exact nature of 
the infection is; one may rely upon it that the 
silver will be absorbed and will do good work. 
This is true, for instance, in such acute infec- 
tions as endocarditis and meningitis. 
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She AMERICAN 
JOURNAL NURSING 


IS A MONTHLY MAGAZINE 


The Subscription Price is two dollars a year, payable in ad- 
vance; single copies, twenty cents; foreign postage, five cents a copy 
additional. 


Official Organ—This Journal is the official organ of the five largest 
and most important nursing organizations in the country, viz. ; 
The Nurses’ Associated Alumnz of the United States. 
The American Society of Superintendents of Training-Schools for Nurses. 
The Order of Spanish-American War Nurses. 
The Guild of St. Barnabas. 
The New York State Nurses’ Association. 


ADVISORY STAFF 


DR. JOHN S. BILLINGS, DR. HORATIOC.WOOD, ODR.G.H. M. ROWE, 
New York. Philadelphia. Boston. 


EDITORIAL STAFF 


MISS SOPHIA F. PALMER, 
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Boston Insane Hospital, New Dorches- MIS. M. EUGENIE HIBBARD. 
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MISS MARY M. RIDDLE, 
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pital. | Presbyterian Hospital, Chicago, II. 
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Cattell 
Post-Mortem Pathology 


N. By HENRY W. CATTELL, A.M., M.D., 


Sometime Director of the Josephine M. Ayer Clinical Laboratory of the Pennsylvania Hospital, Patholo- 


gist to the Philadelphia Hospital, Senior Coroner's Physician of Philadelphia, Pathologist to the 


Presbyterian Hospital, Prosecutor of the American Anthropometric Society, and Demonstrator of 


Morbid Anatomy in the University of Pennsylvania 


Octavo. Over 300 pages. About 200 illustrations. Cloth, $3.00. 


practical and handsomely illustrated work upon the making of Post-Mortems. 
A number of new and original features are to be found incorporated in the 
work, such as chapters upon Post-Mortem Examinations of the Lower Animals, 
Medico-Legal Suggestions pertain- 
ing to Autopsies, and the latest 


Ly. CATTELL has had unusual facilities in the preparation of this eminently 


revised International System of 
Nomenclature of Diseases and 
Causes of Death. 

The text not only tells you 
how to make the post-mortem, but 
also describes the lesions which 
are likely to be found during its 
examination, and is therefore a 
pathology in itself. The illustra- 
tions, nearly two hundred in num- 


ber, are with but few exceptions 
original and especially prepared 
under the author's directions from 
actual post-mortems. 

Dr. Cattell’s experience as a 
teacher of Morbid Anatomy in the 
University of Pennsylvania for five 
years, as Senior Coroner's Physi- 


cian of Philadelphia for three years, |i 

and as a pathologist to numerous | Ug ae a4" 

hospitals, are embodied in_ this 

work, which is written for the medi- | 


the coroner’s physician, and the 
general practitioner. Competent critics speak of it as the most complete work of its 


character in the English language. 
The physician who makes post-mortems as the occasion offers will be a safer ( 

diagnostician and a better therapist, and will have a more enduring professional 

reputation and receive a greater pecuniary reward from the community in which it is | 

his lot to practise his chosen profession, than his confrere of even greater ability who 

loses his opportunities of making such examinations. 
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Opie 


Disease the 
Pancreas 


By EUGENE L. OPIE, M.D., 3 

Associate in Pathology in the Johns Hopkins University; Fellow of the Rockefeller Institute of Medical 2 
Research 

Octavo. 359 pages. 2 colored plates. 21 illustrations. Cloth, $3.00. ‘ 


CANT space is devoted to Diseases of the Pancreas in text-books of Medicine 
and Pathology, hence the necessity for this work on the cause and nature of 


Disease of the Pancreas, which gives the Anatomy, Anomalies, and Histology F 
of the Pancreas, the Symptoms and Treatment of Pancreatic Diseases, a large Bibli- P 
ography, and complete index. ; 
Uncertainty concerning the structure and function of the normal gland is due in _ 
great part to ignorance of its pathology. The etiology of pancreatic disease pre- q 
sents problems which have long remained unexplained, and in this work an attempt 7 
has been made to approach the unsolved questions. 3 
Access to considerable material available in the pathological laboratory of the ; 
Johns Hopkins Hospital has given abundant opportunity for the study of the various : 
lesions of the gland and the associated conditions, and the author has received many .. 
helpful suggestions from Dr. William H. Welch, while additional material has been ; 
obtained from Dr. Simon Flexner, of the University of Pennsylvania, and the Rocke- j 
teller Institute of Medical Research has aided the completion of the work. : 
Conditions peculiar to the organs have received most attention, and throughout 3 
the work are numerous references to the symptomatology of pancreatic disease. - 
Since leisons of the pancreas are seldom primary, their clinical manifestations are r 
obscured by accompanying diseases of adjacent organs, and the recognition of pan- 


creatic lesions, their cause and their consequence is of great importance, not only to 
the physician, but notably to the surgeon who opens the abdomen,’ while to the 
student of internal medicine few conditions present greater difficulties than do the 
various forms of pancreatic disease; but, with the increasing knowledge of their 
pathology, their nature, and their relation to other diseases, means for their recog- 
nition are closer to hand, 


CHAPTER CHAPTER 
The Anatomy of the Panereas and its S. The Etiology of Chronic Interstitial Pan ~ 
Variations creatitis 
Anomalies of the Pancreas 9. Hyaline Degeneration of the Pancreas. e 
Histology ot the Pancreas he Islands ot io. The Pathology of Diabetes Mellitus. 3 
Langerhans tr. The Relation of Diabetes Mellitus to Lesions 
1. Varieties of Acute Pancreatitis of the Pancreas 
The Etiological Relation of Gall-Stones to 12. Hamochromatosis and Bronzed Diabetes. : 
\cute Hemorrhagic Pancreatitis. Hemor- 
rhavic and Gangrenous Pancreatiti 13. The Symptoms and Treatment of Pancreatic 
and Gangrenous Pancre: 
f Fat Necrosis Disease. 4 
lhe Varieties of Chronic Interstitial Pan- Bibliography 4 
creatitis Index, 
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Cunningham 


Manual 
Practical Anatomy 


By D. J. CUNNINGHAM, M.D., 
Professor of Anatomy and Chirurgery, University of Dublin. 


Crown Octavo. 1212 pages. 430 illustrations (many in colors }. 
2 vols. $5.00. Third Edition. 


HE most notable feature of this edition of Cunningham’s widely used 
work is the colored illustrations, which must be seen to be appreciated. 

The entire work has been thoroughly revised, and the great majority of the 
illustrations are new. The sections in which the chief changes will be 
manifest are those which treat of the thoracic and abdominal viscera. The 
use of formalin has greatly extended our knowledge of the lesions of the 
neighboring organs which are produced by the changes in the degree of ex- 
pansion or contraction of the hollow viscera, making it possible to correct 
many erroneous impressions on this subject, and to speak with greater con 


fidence, and with increased clearness upon the topography of the viscera. 


Vaughn 


Principles and Practice 
of Surgery 


By GEORGE TULLY VAUGHN, 
Assistant Surgeon-General, Public Health and Marine Hospital Service of the United States ; 


Professor of the Principles and Practice of Surgery, Georgetown University, 
Washington, D.C. 


Octavo. 400 pages. Beautifully illustrated. Cloth, $3.50; 
one-half leather, $4.00. 


concise, practical text-book for students. The first in Lippincott’ s 
New Medical Series. 
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Obstetrics 
By HENRY J. GARREAUES, 
M.D. 
Profecsor of Obarewics, New York Post- 
Graduate School and Hospital, New York 
for Clinical Medicine; lting 


Obstetric Surgean to the New York 
Macerni ospital, New York 


ternity 
Mothers’ Home and Maternity 
Hospital, eta., etc. 


7) pages. Bvo. gq illvatrativas, 


many in 


Cloth, $5.00; sheep, $6.00 


HE aim of the author has been 
strictly to write a text-book 
that will give pre*t cal help, it 
a jarity of the obstetric 

aft that the physician froin the very 
P@moment he begins practicing may 
encounter any kind 


be met at once. The author has, 


therefore, endeavored to be as | 


Pwriet, clear, and precise in expres- 
“gion és bossible. 


he work. is so prc 
‘trated that one who is somewhat 
familiar with this branch can refresh 


Phiememory by merely turning over | 
and looking @t the pic- § 


lis pages 
tures. The illustrations are largely 
new and drawn directly from nature 


= in order to avoid the manifold in- | 


aecaracies. found in current repre- 
| gentations. and, as far as possible, 
‘Object: dre represented. in their 


Size. 
_ “The real difficulties and dangers 


of childbirth which give the physi- | 


cian graye concern arise almost 
exclusively from ‘abnormalities, 


‘complications, and accidents. The | 


treatment of these has shared in 


‘the rapid advancement made curing 


\fecent years, and this volume pre- 


Sents in the “ost practical way the | 


very latest 1: sults in this branch of 


of complica- | 
} tions and difficulties, which have to | 


The Artificial 


Feeding 
of Infants 

CHARLES M. JUDSON, M,D,, 
AND 
“CHARLES CLAXTO!M 

GITTINGS, M.D. 

Crows 

_N-exhatestive study of the sub- § 
ject of artificial feeding’. of 
infants, containitig all,the 


tost recent information collected 


from sources which are beyond the 
reach of the average seacder, It is | 


= thorough, authoritative presenta- 


tion of the subject, giving. a clear 
exposition of the methads. in ‘prac- 
tical use, both in this country and 
abroad. most complete on the sab- 
ject; andthe chapters on mother’s 
milk and cow’s milk and their 
digestion have a practical.valde, 
since they present much that is 
practically new. 


Aseptic 


| Surgical 
| Technique 


By HUNTER ROBB, MD. 
Revised Fully iilustrated, 
vo, 


$2.90 
ITH special reference ‘5 gyn- 
ecological operations, to- 
gether with notes. on ‘the 
technique employed in certain sup- 
plementary procedures, 
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